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Born in London of West Indian parents, I stay with foster 
parents while my mother is nursing the sick at the German 
Hospital. 
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GNC Examiners 


THREE TIMES A YEAR, in June, October and February, some 
7,000 student nurses are examined for one or other parts of 
the register of the General Nursing Council for England and 
Wales. There are about 22,000 candidates a year who write 
examination papers and who are then examined in practical 
nursing by two examiners, with two more people acting as 
assistants to the examiners. 

As recruitment steadily rises (as it is doing, having reached 
a new peak in 1959) the numbers for examination increase 
and so does the work of the General Nursing Council. With 
the exception of candidates for the General Certificate of 
Education, the General Nursing Council’s examination candi- 
dates probably form the largest body of examinees in the 
country. The need for examiners, both for the scripts and for 
the practical examinations, is constant and urgent. 

“The position in regard to the Council’s Panel of Examiners 
continues to be precarious. At each examination the existing 
panel is used to the full and this entails calling upon the ser- 
vices of an increasing number of examiners who have retired 
from active nursing and who inevitably become increasingly 
out of touch with the training of student nurses”. After this 
statement the report of the GNC for 1959 goes on to acknow- 
ledge the willingness of such examiners to continue to serve, 
but emphasizes that these retired nurses are the first to agree 
that the practical examinations and marking of scripts should 
be in the hands of those ‘actively engaged in nurse training’. 

The Council particularly asks for women ward sisters and 
qualified tutors to offer their services as examiners. In some 
instances there seem to have beer certain difficulties in 
allowing potential examiners to have time off to act as 
examiners. Ward sisters willing to offer their services to the 
Council have not always been encouraged by their matrons; 
on the other hand, some matrons have tried to recruit 
examiners from their ward sisters, often without success. 
Hospital management committees have not always been as 
sympathetic as they might be towards nursing staff acting as 
paid examiners at different centres. 

If we are to do justice by nurses who present themselves 
for examination, members of the profession who are engaged 
in nurse training, whether as tutors or as ward sisters, should 
be prepared to do their share in examining these candidates. 

The implications of this serious shortage call for discussion 
and action at administrative level also. 
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News and Comment 


1.62d. per prescription to cover all necessary containers, 


GNC Election 


REGISTERED NURSES are asked to notify the General 
Nursing Council for England and Wales if they have 
had a change of permanent address. Notifications 
received after March 14 cannot be taken into account 
when the ballot papers for the forthcoming election are 
sent out. GNC elections are only held every fifth year 
and all registered nurses are eligible for voting. 


New Director of Army Nursing Services 


COLONEL F. B. COZENS, R.R.C., deputy director, 
Army Nursing Services, Eastern Command, will 
succeed Brigadier Dame 
Monica Johnson, D.B.E., 
R.R.C., Q.H.N.S., aS Director 
of Army Nursing Services 
and Matron-in-Chief, 
Queen Alexandra’s Royal 
Army Nursing Corps, in 
July next. Colonel Cozens 
trained at Victoria Hos- 
pital for Sick Children and 
at St. Thomas’s Hospital, 
London; she joined the 
Army Nursing Service in 
1933. She has held appoint- 
ments in the Depot and 
Training Establishment at 
Hindhead and was the first commandant of the pre- 
liminary training school at Aldershot. She later 
became matron of the British Military Hospital, 
Nicosia, Cyprus. 





Drug Symbols 


THE LATEST EDITION of Prescriber’s Notes, issued by the 
Ministry of Health, stresses once again that the symbols 
3 and 3, for dram and ounce, should not be used. A 
recent accident, which proved fatal, involved confusion 
between these two symbols. Solids, it is stated, should 
be prescribed in grains (gr.) and ounces (oz.) or in 
grammes (G.) or milligrams (mg.), and liquids in 
minims (m.) and fluid ounces (fl. 9z.) or in millilitres 
(ml.). The cubic centimetre (c.c.) should not be used 
as a unit of volume, and Roman numerals should not 
be employed. It is also explained how the total cost of 
a preparation prescribed for a patient under the NHS 
is made up. There is (a) the basic price—basic ingre- 
dient cost, plus purchase tax where payable; (b) an 
‘on-cost’ of 25 per cent. of (a), designed to cover the 
pharmacist’s overheads; (c) a variable dispensing fee 
for professional services, for example, for 100 tablets or 
capsules, ls. 2d.; and (d) a container allowance of 





Preludin to be Restricted 


THE HOME OFFICE POISONS BOARD has now recom- 
mended that Preludin and a number of other stimu. 
lants, tranquillizers and sex hormones should be 
restricted to supply on a doctor’s prescription. Mr, 
Butler, the Home Secretary, stated in Parliament last 
week that he intended to give effect to this recommen. 
dation as soon as practicable. The supply of Preludin 
would then be governed by Schedule 4 of the Poisons 
Act. (See also page 205.) 


ICN Seminar in Delhi 


“LEARNING TO INVESTIGATE NURSING PROBLEMS’ is the 
title of the seminar which opens in Delhi on February 
14. The UK will be represented by Audrey John, 
research fellow in nursing, Edinburgh University, and 
Jessie Summers, Christian General Hospital, Palwal, 
Punjab. Professor Brotherston of Edinburgh University 
is one of the consultants, Marjorie Simpson of the RCN 
staff is an assistant to the consultants while France 
Lillywhite, WHO regional nursing adviser for S.E 
Asia, is one of the representatives from international 
organizations. Seventeen countries are sending partici- 
pants. The object of the seminar is to provide an oppor. 
tunity for nurses studying nursing problems to consider 
how methods of investigation can be applied to nursing, 
with the help of specialists. 


Compulsory Powers in Tuberculosis 


PuBLIC HEALTH POWERS that are rarely used were 
brought into play last week when the 1936 Public 
Health Act was invoked and Oxford magistrates 
ordered a woman suffering from tuberculosis into hos- 
pital for not more than three months. The woman was 
stated by a consultant physician to be in an infectious 
condition, and to have suffered from pulmonary tuber- 
culosis for 12 years. Efforts to persuade her to enter 
hospital since 1948 had failed. The Public Health Act 
1936 empowers a Justice of the Peace to order a person 
suffering from notifiable disease to hospital if he 
satisfied that there is serious danger to other people. 
A Ministry of Health spokesman commented last week: 
“This sort of case is not unknown, but it is rare. The 
threat of action is used fairly frequently but it is not 
often necessary to invoke these powers in court.” 


Invitation from New York 


A BritisH Nurse has been invited to speak on ‘Educe- 
tion and Training of Industrial Nurses in various 
European Countries’ at the 13th International Congres 
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on Occupational Health to be held in New York in July. 
This invitation by the programme committee, which 
was accompanied by a generous offer to reimburse the 
nominated representatives’ expenses, was discussed at 
the January meeting of the Occupations] Health Cen- 
tral Sectional Committee, RCN. Our nursing col- 
leagues in America are looking forward to meeting a 
large contingent of British nurses at the congress in 
July. Every member of the Occupational Health Section 
is being asked to help in raising a central fund from 
which some financial assistance may be offered to spon- 
sored delegates. Some groups are planning to send their 
own delegates and several firms have already nominated 
members of their nursing staff to attend. For all those 
who are fortunate enough to break the dollar barrier 
the congress is sure to be a happy and rewarding ex- 
perience, and we look forward to publishing 
reports in the Nursing Times and the Journal for 
Industrial Nurses. 


Gaps in the Social Services 


THE PURPOSE of the Fabian Society in pub- 
lishing Audrey Harvey’s Casualties of the Wel- 
fare State* is to reveal, largely through the ex- 
ample of one particular family, the serious gaps 
that still exist in the framework of the social 
services. One of the facts to emerge is the great 
difficulty which is experienced in providing 
adequate and prompt assistance to families 
that, often through no fault of their own, 
become homeless.Eviction for non-payment of 
rent often starts a train of disasters, and Mrs. 
Harvey states that what seems to be needed is 
not skilled case-work, but a relaxing of Nation- 
al Assistance Board regulations. She asks, too, 
that NAB officers and other social workers 
should have a training which covers all aspects 
of welfare work. Mrs. Harvey states that health visitors 
often confess themselves baffled by the simplest ques- 
tions of rent or tenancy agreements. 


* Casualties of the Welfare State, Audrey Harvey, Fabian Society, 
11, Dartmouth Street, S.W.1, 2s. 8d. post free. 


Plague and Cholera 


NEWS OF PLAGUE and cholera in 1959 comes from 
WHO: less than 300 cases of plague were officially re- 
ported, and of these 98 came from Burma. Less than 
42,000 cases of cholera were reported in Asia, compared 
with about 95,000 in 1958 and 64,000 in 1957. In India 
the situation was probably the most favourable on 
record, with less than 14,000 cases reported, compared 
with 67,000 in 1958. 


Common Cold Research 


IN spire oF the progress made in isolating and cultur- 
ing the virus of the common cold, much work remains 
to be done to determine how many different strains of 
virus there are. Volunteers are still needed at Harvard 
Hospital, Salisbury, and live for 10 days as human 
guinea pigs, in comfortable centrally heated living 
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quarters. Volunteers, of either sex, should be between 
18 and 45 years, and in normal health. There is ample 
time for leisure or for study, and considerably less than 
a 50-50 chance of catching a cold. Fares to and from 
Salisbury are paid up to a maximum of £3 15s. and 
3s. a day pocket money is allowed to each volunteer. 
A letter or postcard to the Medical Superintendent, 
Harvard Hospital, Salisbury, will bring full details. 


Alton General Hospital Study Day 


CAREFUL PLANNING by Miss E. M. Andrews, matron, 
enabled most of the ward-sisters at Alton General Hos- 
pital to attend a study day in the nurses home on Febru- 
ary 3. In the morning sessions stress was laid on the 
problem of hospital infection, with an American film 





Turkey’s newest hospital near Istanbul, recently opened by the Turkish president, is 
claimed to be the biggest in the Balkans and Middle East. It has 560 beds, 10 
operating theatres and a staff of 649, including 163 doctors. 


Infection in Hospital and a talk by Miss L. C. De la Court, 
matron of Queen Alexandra Hospital, Cosham, on the 
central sterile supply system which has been introduced 
in the Portsmouth Group. Interest was keen, because 
Alton was one of the ‘six hospitals’ of the Nuffield in- 
vestigation. In the afternoon, Miss Barbara Turner, 
secretary, Ward and Departmental Sisters Section, 
RCN, spoke on the work of the Section, and Mrs. M. 
Best, from the Constance Spry flower school, gave a 
demonstration of flower arrangement. 


Broadcasts on Nursing as a Career 


Stoke MANDEVILLE Hospirau (the general not the 
paraplegic side) will feature in the first of two pro- 
grammes on nursing as a career. On Monday, February 
15, at 11.20 a.m. in the World at Work series (for those 
in their last year at school), the matron, Miss M. J. 
Tobin, the principal tutor, Miss V. L. Rosemont, two 
ward sisters, an S.R.N., six student nurses and a pupil 
assistant nurse, will be heard. The second broadcast, 
on Monday, March 14, will be in the Choosing a Job 
series at 7.30 p.m. in Network Three (further details 
later). 
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CASE STUDY 


for a Perforated Sigmoid Colon 
BRENDA BURROWS, Student Nurse, Nightingale Training School, St. Thomas’ Hospital, London 


suffered from rheumatoid arthritis since 1955. 

Before then he led an active life, although he had 
rheumatic fever as a boy and received treatment for a 
pleural effusion in 1937. He can walk only short 
distances, using a stick, and cannot sit or stand without 
help, but fortunately the restriction of movement in 
his hands is slight. Since 1955 he has spent six short 
periods in hospital for treatment of acute attacks of 
rheumatoid arthritis, and has regularly attended for 
physiotherapy as an outpatient. In 1957 treatment with 
prednisone was started and has continued since then in 
varying doses. 

On January 18 he started to feel generalized abdomi- 
nal pains which rapidly increased in severity. During 
the next 24 hours he vomited twice, with no apparent 
abnoria2 ‘ities in the vomit, and had his bowels open 
twice, passing dark stools. He had nothing to eat and 
very little to drink. 

He was admitted to hospital at noon on January 19, 
when he looked very ill and appeared to have much 
pain. His wife had been unable to accompany him to 
hospital but his family were very anxious about him 
and kept in touch with the ward by telephone. His 
temperature on admission was 101°F., his pulse regular 
at 130, blood pressure 130/80. His pulse was taken 
subsequently at quarter-hourly intervals, which showed 
that it was slowly rising. He was propped up in bed 
against several pillows with his knees slightly bent but, 
with the combined pains in his abdomen and joints, 
it was impossible to make him comfortable and his 
position had to be changed frequently. He was exam- 
ined by the house surgeon who found signs of periton- 
itis but no real evidence whether he had a perforation 
in the duodenum or large intestine. It was decided to 
operate as soon as possible and his consent for this was 
readily given. 


Me A. C., aged 63, is a well built man, who has 


Confused and Shocked 


A sample of his blood was taken straight away and 
sent for quick grouping and cross matching. Premedi- 
cation of an injection of atropine, gr. ros, and pethi- 
dine, 75 mg., was given. He was dehydrated and an 
intravenous infusion of saline was set up before he went 
to the theatre. The pethidine had had little time to take 
effect and, because of the pain and his shocked con- 
dition, he was rather confused and resented any inter- 
ference, so that it required several assistants to enable 
the doctor to insert the cannula into a vein. Once the 
infusion was running satisfactorily a naso-gastric tube 
was passed, again with some difficulty, and the stomach 





contents aspirated. These appeared quite normal. The 
tube was secured in place ready for further aspiration, 

A nurse stayed with him from the time of his admis- 
sion until he was anaethetised in the theatre, assisting 
the doctor and trying to reassure the patient and make 
him as comfortable as possible. He was extremely 
thirsty and, as he could not have a drink, was given 
frequent mouthwashes. He was also encouraged to 
try to pass urine, which he had not done for over 
seven hours, but he could not manage this. There was 
no time to prepare the skin of his abdomen in the ward 
and this was shaved and cleaned after he had been 
anaethetised. Just before he left the ward an injection 
of hydrocortisone, 100 mg. was given into his intra- 
venous infusion. 


Perforated Diverticulum 


At the operation a large quantity of purulent fluid 
was found in the peritoneal cavity, particularly covering 
the appendix, which was removed. A_ perforated 
diverticulum was found in the sigmoid colon; this was 
repaired, a drain was inserted to the site and a trans 
verse colostomy was formed. While in the theatre he 
was given two pints of blood intravenously and a third 
pint had been started when he returned to the ward. 


Post-operative Care 


Mr. A.C. returned to the ward after nearly four 
hours and by that time had regained consciousness, 
although he was still rather confused. His temperature 
was 100.4°F., pulse 136, respirations 36, blood pressure 
90/60. He had his pulse and blood pressure charted 
half-hourly, and gastric aspiration hourly, followed by 
an ounce of water to drink. A careful record was kept 
of his fluid intake and urine output. When the third 
pint of blood had run in he was given dextrose 5% 
intravenously. To avoid disturbing him and the other 
patients he was nursed in a separate cubicle for a few 
days after his operation, and a nurse therefore stayed 
with him continually for several hours after his retum 
to the ward. Soon after his return he had an intra 
muscular injection of hydrocortisone, 50 mg., and 4 
further 100 mg. during the night. These injections wert 
prescribed separately by the doctor with reference to 
his blood pressure chart. He was also prescribed tetra 
cycline, 500 mg., to be given approximately six-hourly 
into his intravenous infusion. 

His general condition seemed quite satisfactory and 
it was noticeable that his attitude had changed com- 
pletely; although rather disorientated, he was very 
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co-operative. When he was fully awake he was helped 
to sit up, his face and hands were washed and he was 
‘yen a mouthwash. About an hour after his return a 
ight bloodstaining appeared on the top of his wound 
dressing and the original dressing was covered with 
sterile gauze and wool. Towards night he became rather 
restless and had an injection of morphia, gr. 4, which 
effectively calmed him and enabled him to sleep. 


First day after operation. Before Mr. A.C. was washed 


the next morning he had another injection of morphia, 
gr. }. He had had a good night, had not vomited and 
had passed urine. No further discharge had come 
through his dressing. His pulse rate had fallen steadily 
during the night, his blood pressure had remained 
fairly constant and from the early morning they were 
only recorded hourly. Later in the day this was changed 
to every two hours. When he was washed, and, at 
approximately four-hourly intervals during the day, 
special attention was paid to keeping his mouth clean 
and massaging pressure areas. As he was not very 
mobile he could easily have acquired pressure sores, 
so he was helped to sit up on a water-pillow with Sorbo 
pads placed beneath his elbows. Pillows were also 
arranged under his legs to enable him to sit in the 
position which was most comfortable for him. His chest 
appeared to be rather congested and he was frequently 
helped by a nurse to breathe deeply and then cough. 
He tried very hard to do this and was soon expectorating 
a little. Later that morning he was seen by a physio- 
therapist who helped him to cough, with percussion 
and further breathing exercises. During the morning 
he was prescribed six-hourly intramuscular injections 
of hydrocortisone. 


The Colostomy Explained 


He remained very cheerful during the day and was 
pleased to see his wife in the afternoon. The house 
surgeon had had a talk with him in the morning and 
explained that he had a colostomy, but it is doubtful 
whether he realized what this entailed at the time. He 
did not appear to feel a lot of pain and was given an 
injection of pethidine, 100 mg., to prevent this, about 
halfan hour before being washed in the evening. During 
the 24 hours following his operation his fluid intake 
and urine output had been quite satisfactory, he had 
not vomited or felt any nausea and the gastric aspira- 
tion was decreasing in amount. This aspirate had at 
first been stained with dark blood but it slowly changed 
to a normal appearance. That night he slept fairly 
well without a hypnotic and had a further injection 
of pethidine before being washed the next morning. 


Second day. His wound was redressed completely for 
the first time and the drain to the site of perforation 
was removed. The wound was redressed twice a day 
for "4 two following days until his colostomy began to 
work, 


Third day. By the morning of the third day Mr. A.C. 
was feeling much better. Intravenous fluids were dis- 
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continued and the naso-gastric tube was removed. The 
intravenous injections of tetracycline were altered to 
250 mg. orally four times a day. He was allowed as 
much clear fluid as he liked to drink, a record being 
kept of his fluid intake. His arthritic condition was 
beginning to trouble him more, and his position in bed 
had to be changed frequently in order to keep him 
comfortable. To alter his position and try to keep him 
mobile he was helped out of bed and sat in an armchair 
for a short time. He continued to get up and sit in an 
armchair daily after this. 


Diet 


Fourth day. He started a very light diet with a lunch 
of steamed fish and mashed potato. His colostomy 
started to work this day; it worked four times and was 
redressed as quickly as possible every time. He became 
very agitated when the colostomy worked at first, but 
gradually came to accept it more calmly as he realized 
there would be no ‘accidents’ and it would be redressed 
without any fuss. 

For the first week after his operation Mr. A.C.’s 
progress was entirely satisfactory. He continued with 
daily physiotherapy for his chest, frequent attention to 
his pressure areas and change of position. His diet 
gradually became more substantial, avoiding foods 
which might cause diarrhoea. His colostomy did not 
work too frequently but, as the stools were very fluid, 
he started to have one drachm of Isogel three times a 
day which rectified this. 

The injections of hydrocortisone were gradually 
reduced to 50 mg. eight-hourly, and on the sixth day 
after operation were discontinued and prednisone, 
5 mg. orally eight hourly, was substituted. Recordings 
of his blood pressure were discontinued after four 
days, but his temperature pulse and respirations were 
still recorded four-hourly and a chart kept of his fluid 
intake and output. 

On the seventh day after operation he had some 
nausea and general malaise and his evening tempera- 
ture was 99.8°F. He did not feel so well the next day 
and a swab taken from his wound showed a growth of 
B. coli which was sensitive to penicillin. He started a 
course of injections of penicillin, 500,000 units, twice 
daily, straightaway, to which he responded very well; 
his temperature returned to normal in two days. On 
the 10th day some of the sutures to his wound were 
removed and the remaining ones were removed four 
days later. 


Future Programme 


Mr. A.C. is at present continuing a gradual conva- 
lescence in the ward. When he is strong enough he will 
have a resection of that part of the colon which was 
affected by diverticulitis, an anastomosis of the remain- 
ing parts of the bowel and a closure of the colostomy. 
Although it is likely that its use caused the intestinal 
perforation, he will have to continue taking prednisone 
in order to control the rheumatoid arthritis. 

Directly after his operation, when he needed a great 
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deal of nursing care, he was remarkably patient and 
uncomplaining, but it is noticeable that, as his condi- 
tion has improved, he has tended to demand more 
attention from the nurses. This feature, found in many 
convalescent patients, has probably arisen because he 
has become accustomed to attention and neither wishes 
to relinquish it nor feels capable of managing without it. 
In view of his two disabilities of rheumatoid arthritis 
and a colostomy, combined with the weakening effects 
of ar: infection and sudden operation, it is very under- 
standable that he should feel depressed and imagine 
that he must remain an invalid continually relying on 
the help of others. He has, therefore, at this stage in his 
treatment a great need for encouragement and support 
from the nurses, so that he can feel their interest in 
every step he makes towards independence. 


The Nurse’s Part 


During his period in hospital Mr. A.C. has been 
dependent on the care of the nursing staff in three major 
ways: for his treatment, which has sometimes been 
directly carried out by the nurses, and which has been 
recommended by the doctor on several occasions as a 
direct result of their observations or records; for his 
physical comfort, for which they have been almost 
entirely responsible, and for his peace of mind, which 
will have been affected by the manner in which they 
have carried out their duties and the amount of 
encouragement and reassurance that they have been 
able to give him. 


[I would like to express my thanks to Miss R. Hone, sister tutor, 
the Nightingale Training School, and to Mrs. J. Betts, ward sister, 
for the advice they have given me and the interest they have taken 
in the case study.] 


British Council Courses 


Each year the British Council offers professional 
people from overseas a programme of intensive short 
courses, designed to give a survey of British develop- 
ments, and provide an opportunity for contacts to be 
made or renewed with leading British specialists. 

This year 15 such courses are being offered. A new 
course this year is that on cardiac surgery, during 
which 20 overseas surgeons and cardiologists will visit 
hospitals in London, Oxford and Birmingham. The 
course on anaesthesia will include visits to hospitals in 
London, Oxford, and East Grinstead. 

The position of women in a rapidly changing social 
structure, housing problems, and the effect of urban 
life on young people, are likely to be among the social 
interests of senior oversea administrators who are taking 
part in the June course on planning and administration 
of social development. The programme covers a seven- 
week period, and among the places visited will be young 
farmers’ clubs, schools, courts, hospitals, and Women’s 
Institutes. 
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MODERN MEDICINE 


This column of news of modern medica 
developments is compiled by a Member of th 
Royal College of Physicians 





‘INVISIBLE’ TREATMENT FOR MALARIA 


@ A new way of combating malaria has been under trial i, 
Brazil in the past few years. An antimalarial drug—chloro. 
quine—is added in small amounts to cooking and table salts 
during manufacture. This ensures that large numbers of 
people in districts where malaria is prevalent receive an 
adequate dose of the drug without having to remember to 
take tablets regularly. The experiment has been a great 
success, and the incidence of malaria has fallen considerably 
as a result of the ‘invisible’ treatment. 


NEW OPERATION FOR SUBARACHNOID 
HAEMORRHAGE 


@In most cases subarachnoid haemorrhage is due to 
rupture of a small aneurysm on one of the cerebral arteries, 
In non-fatal cases cerebral arteriograms, carried out when 
the patient’s condition permits, sometimes reveal the site 
of the aneurysm. Often the affected part of the artery can 
be clipped or tied to prevent further bleeding, but occa- 
sionally variations in the number and position of the 
cerebral arteries makes this operation impossible without 
causing serious cerebral damage. 

The problem now appears to have been solved by a new 
method introduced by Mr. John Dutton, consultant neuro- 
surgeon, of Sunderland (British Medical Journal, 1959, 
597). At operation he injects around the affected part of 
the artery a soft acrylic plastic which later hardens to form 
an unyielding supporting collar. This prevents a recurrence 
of bleeding without occluding the artery. 


THE HIDDEN EAR 


@ It is important for the anaesthetist to be able to check on 
the heart and breath sounds during operations, and usually 
he straps a stethoscope ‘end-piece’ to the patient’s chest for 
the purpose. 

When the operation is on the heart or lungs this method 
is obviously impossible, and an alternative one has been de- 
vised by an anaesthetist, a physicist, and a surgeon (Laneél, 
1960, 1, 208). They have made a minute microphone which 
is passed into the patient’s oesophagus and from there trans- 
mits heart and lung sounds to a loudspeaker placed near 
the anaesthetist. 


TEST WITHOUT TEARS 


@ A simple device for estimating at the bedside the degree 
of jaundice in newly born babies has recently been described 
by a Northampton paediatrician (Lancet, 1960, 1, 87). It 
consists of a curved strip of transparent perspex on which 
are painted five yellow stripes of slightly differing shades. 
Known as the icterometer, the device is pressed gently 
against the baby’s nose until the skin blanches, and then 
the yellow tinge of the skin is matched against the stripes. 

Exact estimation of the bilirubin level in the blood is not 
possible by this method, but it reveals whether jaundice is 
worsening or improving from day to day. 
MepIcur. 





Nursiu 


centre 
superi 
that V 
firm. 
manu 
about 
ery ir 
Th 


ment. 
sibilit 
gents 
The 

wash 














2, 1960 


medical 
er of the 


RIA 


r trial in 
~chloro. 
ible salts 
nbers of 
eive an 
mber to 
a great 
derably 


due to 
arteries, 
it when 
the site 
ery can 
t occa- 
of the 
vithout 


a new 
neuro- 

1959, 
part of 
o form 
rrence 








Nursing Times, February 12, 1960 


The Laundry Workshop 


GEORGE DEVLIN, R.G.N., R.M.N., Recreational Officer, Rosslynlee Hospital, Midlothian 


closed some time ago it was suggested that it be 

used as a storeroom, a recreational therapy 
centre, or a workshop; however, Dr. Hegarty, physician 
superintendent, was on the look-out for work therapy 
that would allow some patients to work for an outside 
firm. He was eventually able to interest a firm of sack 
manufacturers, who offered us work that would employ 
about 12 patients and make use of the existing machin- 
ery in the laundry. 

The work was quite simple, and when a representa- 
tive of the firm looked over our laundry premises he 
agreed that they were ideal for the job, which was to 
wash and dry the various kinds of sacks and meat 
wrappers used by the firm. 

The following arrangements were made about pay- 
ment. (1) Transport and its cost would be the respon- 
sibility of the manufacturer. (2) All chemicals and deter- 
gents used would be supplied by the manufacturer. (3) 
The rate of pay would be twopence for every sack 
washed, and threepence for every meat wrapper. Out 


We: the laundry at Rosslynlee Hospital was 


say eo 


A Unloading meat wrappers from a washing machine. 
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MENTAL NURSING 





A description of a work therapy project making use of 

a disused laundry in a mental hospital. Contract work 

was obtained from a local firm, and the patients were 
paid the usual rates. 











of this income we had to pay the board of management 
for heat, power and light. 


Choosing the Workers 


The purpose of the project was to provide work for 
long-term patients which would allow them to earn a 
higher wage than in a routine hospital job. It was hoped 
that the extra financial incentive might stimulate some 
and arouse a desire to find paid employment outside the 
hospital. 

It was realised that the selection of patients would 
not be easy and that in some cases nurses would lose 
their best helpers. This was pointed out to the staff, and 
they were asked to give their co-operation. The doctors 
were to choose the patients and it was agreed that the 
average period for a patient to be employed under the 
scheme would be six months. 

To get the project off to a good start some of the ex- 
laundry workers were included in the first team which 
consisted of four men and eight women. Mr. Scott, a 
member of the staff who had worked in the laundry at 


V One patient checking sacks on the horses to see if they are dry. Another counts 


the sacks into bundles of 50. 

















Mr. Scott adjusts the tension of the calen- 
der as patients pass sacks through it. » 


one time, was asked to make the direct super- 
vision of the laundry part of his duties. 


How it Works 


All materials for washing are delivered by the 
lorry-load, about 5,000-7,000 articles at a time. 
The first job, when they have been unloaded 
and stacked outside the laundry, is to remove 
any string or labels from the articles. In the 
case of meat wrappers this is a fairly constant 
job for two workers. 

The articles are then given appropriate wash- 
ing and rinsing, and 10 minutes in the hydro- 
extractors. This is done by the men as it calls 
for a lot of heavy lifting and packing. From the 
hydro-extractors the articles are passed through 
a six-roller steam-heated calender, which speeds the 
drying process and gives the material a better finish. 

As the articles leave the calender they are folded 
ready to be finally dried on the horses. Most of this is 
done by women patients, and though constant at times, 
it is fairly light work. When fully dried, the articles are 
counted into bundles and tied ready for despatch. 

There is no shortage of volunteers for the work, and 
doctors are often approached for a job in the laundry, 
especially if it is known that there is a vacancy. 


Conditions of the Work 


A five-day week is operated, and the hours are from 
10 a.m. to 12 mid-day and from 2 p.m. to 4 p.m. 
The basic wage is a shilling an hour, giving a weekly 
pay of a pound. To some readers, thinking in terms of 
an ordinary weekly wage, this may seem a very poor 
return, but as the average pay a patient receives in a 
mental hospital is in the region of five shillings it is a 
reasonable wage, especially as what is earned is all 
pocket money, the patient still being fed and clothed by 
the hospital. 

Any time lost through treatment, visitors, or any 
organized activity does not affect the worker’s pay. 
However, if a worker gets lazy and starts having the 
odd day off, he has second thoughts when his pay is 
reduced the following week. 

After wages and expenses are paid there is usually a 
small balance which is set aside to cover any poor week, 
or to meet additional expense. For example, at the 
moment new felt costing about £60 is required for the 
calender rollers. At Christmas the workers receive a 
small bonus, and last year when some of the workers 
attended the hospital’s annual camp their laundry pay 
was continued for two weeks. 

At the end of the last financial year there was a good 
balance, and this was shared between all the patients 
who had worked in the project. This money was paid 
into the patient’s private accounts, and some had over 
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seven pounds deposited for them in this way. Two 
patients who had been discharged by this time had the 
money posted to them, which no doubt proved a 
pleasant surprise. 


Financial Incentive 


To some patients the extra money means more 
cigarettes or more visits to the hospital canteen. To 
others it means much more. When the patients start in 
the laundry they are encouraged to save part of their 
pay each week. Some use these savings when they go 
out on pass, and there can be no doubt that it must be 
a great help at home when a patient on a 14-day pass 
can take home four or five pounds. To the women, the 
extra cash very often means new clothes, and this can 
be an added stimulus. The patient on parole finds that 
he can go further afield, or go out more often, which 
again means further rehabilitation. 

Though this is not common, another use has been 
found for the extra money. At times one finds the volun- 
tary patient who cannot settle in hospital because there 
are financial difficulties at home. A pound a week is not 
much in such circumstances, but if the patient can be 
offered the chance of earning this sum, and helping out 
a little at home, then there is a much better chance of 
getting the patient to stay on for further treatment. 


Therapeutic Value 


Patients undoubtedly become aware that they are 
making a contribution to industry in the outside world, 
and I feel this is important in itself. 

After employment in the laundry patients have been 
discharged, but it must be remembered that other forms 
of treatment are continued. However, most patients 
have shown some improvement. There is no doubt that 
the scheme is of great value to the long-term patient 
who requires some pre-vocational rehabilitation. 
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CLINICAL INSTRUCTORS 


MapamM.—May I say to the ward 
sisters who have declared their interest 
in teaching, yet are reluctant to be- 
come divorced from the ward, that 
the position of clinical instructor is 
both worthwhile and satisfying. 

That there is ample opportunity on 
the ward for teaching I am sure no one 
will deny. It is here the nurse is eager 
to learn. How many times do we have 
to satisfy a nurse with a hurried ex- 
planation which does little to create 
understanding or stimulate further en- 
quiry. How often do we permit the 
most proficient person to carry out 
procedures because we have not the 
time to instruct or supervise others. 

No one will take from the ward sister 
the right to teach. It is one of her func- 
tions and ward sisters who have a 
clinical instructor in their ward say 
they are now teaching more than they 
did previously. 

Good teaching, however, requires 
preparation and planning; it is a full 
time occupation. This is not the 
answer to the shortage of tutors. Clini- 
cal instruction requires a different 
training and to most of us a new way 
of thought. 

CuinicaAL INsTRUCTOR. 
Scotland. 


SALARIES 
PUBLIC HEALTH STAFF 


Mapam. — I was interested in 
Wrangler’s observations (Talking 
Point, January 15) on comparable 
salaries. If the salaries of public health 
staff were examined I think in most 
health departments it would be found 
that the clerical administrator receives 
more than the nursing administrator 
even though his staff is far less in num- 
ber and is all under one roof. The 
nursing administrator has very often 
to administer staff in far flung corners 
and certainly works more than a 40 
hour week. 

Wrangler says—that ‘“‘in any pro- 
fession which is predominantly mascu- 
line, the underlying thought seems to 
be that in order to attract the best 
candidates one must have high salaries. 
In occupations that are predominantly 
feminine the argument is that one 
must not have rates of pay too high, 
because we would attract the wrong 
types. Odd, isn’t it?” 

What about the male district nurse ? 
He receives less than a male section 





head clerk who perhaps has about six 
or eight staff under him and regular 
hours, with paid overtime when 
necessary. 

It is time that we, as a profession, 
started to consider hours as well as 
ethics, and to compare our salaries 
with these other professions and not 
with the various branches of our own 
profession. 

W. M. Cuune, 

Public Health Nurse Administrator. 
Wrexham. 


WHY WON’T THEY 
CO-OPERATE? 


Mapam.—Occupational health nur- 
ses visiting their patients im _hos- 
pital are usually told every detail by 
their patients, but sometimes meet 
with a complete refusal by the sister 
or staff nurse to discuss treatment. 
While this is understandable it shows 
rather a lack of confidence between 
nurses. 

Although occupational health nur- 
ses work in conjunction with the man- 
agement of a firm, they are never 
obliged at any time to discuss a 
patient’s symptoms except in a case 
such as epilepsy when managements 
have to safeguard the employee. Even 
in these circumstances a patient’s 
permission is asked before his dis- 
ability is discussed outside the medical 
department. 

In view of this would it not be of 
great benefit. both to the patient and 
the efficiency of nurses in industry, if 
they had the confidence of the hos- 
pitals? Surely to withhold knowledge 
from one another is against our prin- 
ciples—even if we do not take the 
Hippocratic oath! 

An OccuPATIONAL HEALTH NURSE. 
London. 


SHORTAGE OF TUTORS 


Mapam.—Surely such an acute 
shortage of tutors indicates that the 
profession is to blame in that we are 
trying to produce a grade that is 
foreign to our own vision that nursing 
is a profession irrevocably linked with 
the patient in terms of nursing service 
and education. Are we not trying to 
superimpose on the nurse the school- 
marm isolated in a classroom, but the 
girl had a vocation for nursing in the 
first instance, not teaching, or she 
would have chosen that profession in 
its wider aspects. 

I dream that before retirement I 





Letters to the Editor 


shall perhaps see in a hospital where I 
am matron a set-up similar to that per- 
taining in a large Scandinavian hos- 
pital. The matron and principal sister 
tutor jointly administer the school by 
good co-ordination and harmonious 
relationships. Each unit within the 
hospital has a specialist tutor attached 
to it. In the mornings tutors work in 
the wards teaching at the bedside by 
carrying out with the students nursing 
duties relative to the comfort and well- 
being of the patient. All aspects are 
stressed, and ward sister and tutor 
agree together on the morning’s work. 
In the afternoon the tutor teaches in 
the school, arranges lectures with her 
consultant specialist and attends them 
with the students. 

Can we not establish a training for 
tutors, similar to that for specialist 
doctors, linked with a hospital, the 
Royal College of Nursing and a uni- 
versity, not too intensely academic, 
but with due stress on the humanities 
and sciences? A system like this would 
soon end the shortage of sister tutors, 
and give to them a full and varied life 
with a real place at the heart of the 
matter, the patient, and a vital posi- 
tion in the nursing service. The Royal 
College of Nursing and the General 
Nursing Council must surely end the 
present system soon, before we are all 
worn out. 

MATRON. 
Northern Ireland. 


Mapam.—Most nurses are surely 
out of touch, in these days of rapid 
changes, with some recent medical or 
surgical trends, depending on the 
group of patients they happen to be 
nursing. 

Might not a course of lectures in 
medical, surgical, and pharmaceutical 
advances be given at the colleges 
which prepare students for the Sister 
Tutor Diploma? Perhaps it would 
banish this apparent sense of inse- 
curity in ‘being away from the bedside 
for two years’ which seems to worry 
some who would otherwise come for- 
ward to teach. 

Also, is it not regrettable that exper- 
ience as night sister, with the overall 
picture and active supervision of 
patient care, is not recognized by 
London University ? 

SIsTER TUTOR. 
London. 
(More letters on page 196) 








Work Study in Hospitals—1 


KATHERINE BARTON 


HILE experts and administrators debate the uses 

\/ \/ and abuses of techniques for studying efficiency 

in hospitals we, as nurses, are liable to be on the 

receiving end of an efficiency survey. What are we to 
expect? An ordeal? A circus? Or a free fight? 

With luck it will not be any of these. But I say ‘with 
luck’ advisedly because work study has become so 
fashionable so suddenly that the demand for work study 
consultants far exceeds the supply of experienced ones 
and, inevitably, the shortage is made up with partly- 
trained, or frankly amateur, advisers. But don’t let that 
make you miserable! What science was ever developed 
without failures and bunglings in the early stages ? Med- 
icine certainly had some very odd beginnings. One 
thing is certain: efficiency surveys have already made 
a valuable contribution to the hospital service, and 
they are here to stay. So let us see what can happen 
when the efficiency consultants arrive in the ward, and 
what they may think of our doubts. 


What is Investigated and Why 


In the ward we are concerned with the observer team. 
That is to say, the people who are recording what is 
actually done, and to a lesser extent with providing the 
background material which will help to make the final 
picture. But what we meet in the ward is only part of 
the work: a carefully thought-out plan will already have 
been determined, so that everyone knows what is to be 
investigated and why. For example, if nurses are work- 
ing a 48-hour week and the authorities want to bring 
this down to 44, and finally 40 hours, the cost of engag- 
ing extra staff will be enormous—and we all know 
what a nuisance 
lots of extra 
people are when 
one is busy. 
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ADMINISTRATION 





—., 


This is the first of two articles by a writer who is a 

State-registered nurse, and who has taken part in recent 

work studies of hospitals by a firm of management 
consultants. 











But if a survey can show that, by making certain 
changes, the nurses’ time can be saved, it may be 
possible to work a 40-hour week without extra staff 
or extra cost. Another example: suppose the junior 
nurses do their ward’s errands—to the X-ray depart- 
ment, dispensary, records office, and all the other 
departments that things come from and go to. Probably 
most sisters realize that juniors spend a good deal of 
their time off the ward in this way. In a large hospital, 
especially, the walk from ward to department and back 
can take a considerable time; multiply this by the 
number of wards and the number of errands and the 
total time involved may well be astonishing, even to the 
sisters. Here is something worth investigating—but the 
job is not as easy as it sounds, if the results and recom- 
mendations are to be reliable. 


What cannot be Assessed 


Perhaps that example will help to answer the fre- 
quent, and very reasonable, criticisms that such techni- 
cal procedures as, say, catheterization, immediate post- 
operative care, and delivering a baby, cannot be sur- 
veyed, and efficiency experts do not understand them 
anyway. In other words, you cannot meddle with 
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aurses’ work. But how much of a nurse’s work comes 
into this technical category? At most, probably well 
under a fifth, so that where a 48-hour week is worked, 
about 40 hours of each nurse’s time will be spent on 
non-technical work—running errands and _ serving 
meals, for example. Such work is ideally suited to work 
study, and not surprisingly can yield some very advan- 
tageous results. 


Less Work, not More 


Another understandable cause of doubt about this 
surveying of nurses’ work is the (mistaken) implication 
that efficiency experts are coming to the ward to show 
up inefficiency, to make everybody work harder, or to 
organize them out of their jobs. The answers are, first, 
that it is not the sort of inefficiency you can see yourself 
that the experts deal with—if it was, nobody would 
employ them, because the efficient hospitals would not 
benefit, and the inefficient ones would not invite them. 
(It is always the most efficient people, and organiza- 
tions, that ask expert advice in anything. Just think of 
all the healthy, happy children whose parents take 
them regularly to the dentist: it is the ones with bad 
teeth and indifferent parents who never go near a 
clinic.) 

Then, work is made harder by inefficiency, not by 
efficiency. Take a women’s ward, where every extra 
bedpan involves pulling two screens from the end of the 
ward, and pushing them back afterwards; the total 
time-wastage may well be as much as six minutes for 
each call. The cost of wasting six minutes a time would, 
it may be found, make curtains an economy, not an 
extravagance. If you have been spending many hours 
of your working day doing nothing—reading thrillers 
and smoking, perhaps—a work study might find you 
something more to do. But if that happened, any nurse 
worth her salt would probably be thankful... Nurses 
already work harder than most people, and work study 
should lighten their burdens. 

So, from the nurses’ point of view, a work study 
should be an advantage. 


Recording Work in the Ward 


The observer team will settle themselves to observe 
all that goes on in the ward and record it. I ought to 
say ‘carry on exactly as usual’ but, being human, I 
must add that there is at least one observer who thank- 
fully accepts cups of tea to sustain the weary hours of 
writing down all that goes on in the ward. Unless every 
detail is recorded a survey loses its value, because to 
select what you think is important and estimate how 
much time you think it takes, only repeats what anyone 
does in planning her ordinary working day. It is when 
someone is fully concentrating. on studying that 
ordinary working day that the most surprising facts 
emerge—facts that, in a way, one knew, but that were 
so ordinary, so taken for granted, that they became 
invisible. Rather like a child’s slight squint—the last 
person to notice it is often the mother who knows him 
best and. cares for him more than all the outsiders, 













185 





Yes, outsiders have their uses, and not least among 
them are work study consultants. 


Dependent on Goodwill 


But the value of any survey will depend to a large 
extent on the goodwill of the staff. We cannot get the 
benefit of a survey, while contributing nothing to it. 
Co-operation is not difficult with a competent team, in 
fact it is fun. And with the less expert? Well, maybe 
they are learning on us but, after all, we are learning on 
the patients! 

So the work study team comes; they study and move 
on. What of their reports? First, they are studying the 
work, not individual people. By the time their studies 
are de-coded, analysed, turned into diagrams, graphs 
and percentages, prizewinning Nurse Jones will be 
as indistinguishable a particle as Nurse Smith whose 
head was in the clouds all through the survey. One 
reason why these surveys need such experienced people 
to do them is that the findings of the survey must be 
valid when the staff changes—when Nurse Jones is a 
sister and Nurse Smith is married. And yet they must 
be human—the staff may change, but the staff will still 
be kind, and cross sometimes, or anxious or forgetful. 
What would be the use of recommendations that 
depended for their success on a crisis-free ward, staffed 
by robots? 

Work study is done by very human people, for the 
benefit of other equally human people. And, allowing 
for the ups and downs of newness, it will be an intro- 
duction very much to nurses’ advantage. 





A Nightingale School of Nursing 
in Canada 


A new training school, to be called the Nightingale 
School of Nursing, is to be established this year by the 
Ontario Hospital Services Commission. It will be under 
the direction of Mrs. Blanche Duncanson, formerly 
director of nursing education at Toronto Western 
General Hospital School of Nursing. 

This forms part of the plan for national hospital in- 
surance in Canada introduced by the Hospital Insur- 
ance and Diagnostic Services Act 1957 which provides 
for a Federal contribution of approximately one half of 
the costs of participating Provincial hospital plans. The 
benefits include ward accommodation at basic level; 
necessary nursing services; operating room facilities; 
drugs and diagnostic procedures; radiotherapy and 
physiotherapy where available. Individual medical and 
surgical fees are not covered and for these additional 
voluntary insurance will continue, as also for hospital 
facilities above the basic level provided by the plan. 

The remaining half of the costs will be met either 
by direct contributions from the insured population or 
by means of taxation, according to the decision in each 
participating Province. This significant development 
in Canadian health history is being watched with close 
interest in the United States where the needs are very 
similar, 
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TALKING POINT 


WHEN Is A NURSE not a nurse? When she is not nursing 
—or what? It all depends on what you mean first of all 
by a nurse and secondly by nursing. Often people who 
are employed as nurses cannot be described as nursing. 
It’s all very strange. 

To anyone as backward and old-fashioned as myself 
nursing means cherishing, at the bedside. A nurse is one 
who performs this function. She is one who is interested 
in looking after sick people, in their diseases and in what 
causes them. 

This of course is rank heresy to many. “There are 
disease-nurses and there are health-nurses whose duty it 
is to prevent disease.”’ I am fully aware that I ought to 
be interested in preventing disease and keeping people 
well, but, reprehensibly, I do not feel like this. Not, I 
hasten to add, that I am against this thing called health, 
I am all for it, as long as I am not called upon to give 
the advice, look at the drains, inject the babies and en- 
courage people to do all the things that are good for 
them. But then I have no wish to drive a train or con- 
duct an orchestra or own a diamond tiara either. More- 
over, I suspect that there are a number of nurses who 
feel as I do. 

In the US I understand that health education is an 
occupation on its own. Ought we to adopt this model 
here? Time, money and people are all in short supply. 
Would it not be better to train people (who do not feel 
as I do) to educate the public in matters of health, for I 
am quite sure that in training health-nurses much that 


Slough Industrial Health Service 


On ty 0.2 PER CENT. of the number of attendances at general 
clinics of the Slough Industrial Health Service (as distinct 
from the medical departments of member-firms) were re- 
ferred to hospital in 1958-9, the 12th year of the service, 
when total attendances numbered 41,752 with 12,706 new 
cases. 

At the Central Clinic fewer attendances were recorded 
as the result of a deliberate policy of less frequent changing 
of dressings, also by giving out medications to be used by 
the patients themselves or with the aid of a firm’s first-aid 
worker, thus reducing time spent away from work. An ob- 
server of the casualty service, after seeing the work of the 
nursing staff, considered that the standard was equal to that 
of a teaching hospital. 

The service now has 193 member-firms and covers 
18,000 employees. During the year under review over 2,500 
medical examinations were carried out of which 331 were 
routine yearly examinations. Writing in the annual report 
just published, Dr. A. Austin Eagger, medical director, 
quotes the following from the Occupational Health Review 
of the Department of National Health and Welfare, Ottawa: 
“No programme of periodic health appraisal can guarantee 
continued good health. But, if it is properly carried out, it 


has been learnt as a disease-nurse must be unlearnt. In- 
deed I have been told so: ““You must forget that attitude 
you learned in hospital if you’re going to teach people 
to be healthy in their own homes.” This of course is 
quite true. Any health-nurse who came back with a tale 
that she had found 30 people all living in one room, 
eating, sleeping and performing their natural functions, 
might be thought to have visited the black hole of Cal. 
cutta, instead of popping into the local hospital. 

All this learning, unlearning and then learning again 
must take a lot of time and energy and must, surely, 
leave people in a state of confusion. But then nursing (is 
this nursing?) is getting more and more confusing isn’t 
it? All these elaborate superstructures on top of the 
ordinary job at the bedside; five years to be a health 
visitor, nine years to be a tutor, 10 or more to bea 
matron of even a small establishment. These are all jobs 
that need nurses to do them—but are they nursing? 

Ever since the editor looked up some of the Registrar- 
General’s statistics and discovered that in 10 years’ time 
there certainly won’t be enough single women to staff 
the hospitals, she has been going around looking gloomy 
and saying that the profession really had better do 
something before it founders completely on the rocks, 
I don’t take such a gloomy view as this; I’m a great be- 
liever in the common sense of the people. If the nursing 
profession can’t sort itself out, I’m sure someone will 
come along and do it for us. 

WRANGLER. 


can do much good in the teaching of better health habits, in 
the opportunities it affords for reassurance concerning un- 
necessary phobias, and actually in the uncovering of a con- 
siderable volume of truly remediable conditions, which if 
allowed to progress, might lead to serious disability or even 
death.” 

At Slough three physiotherapists carried out over 20,000 
treatments in the Central Clinic, to which 2,000 new patients 
were referred, including group treatments, but an attempt 
to organize keep fit classes for senior executives did not meet 
with an encouraging response. Of 570 patients referred to 
Farnham Park, the residential rehabilitation centre now ad- 
ministered by Windsor Group HMC, 362 were able on dis- 
charge to resume their former or similar employment. Des- 
pite a vigorous campaign for eye protection, eye injuries 
accounted for 1,531 of the total of 5,067 industrial injuries. 

The work of the Occupational Hygiene Service has shown 
a slow but steady development and points clearly to the need 
for such a service on a national basis. A senior nursing sister 
has been trained to assist in a research programme on noise 
and has been responsible for conducting all audiometric tests 
and for much of the organization of the research within the 
factories. 
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HILL HOUSE 
HOSPITAL 


Minster, 


Ramsgate 





ForMERLY a Poor. Law Institution, 
with a grim reputation throughout 
the Isle of Thanet, Hill House Hos- 
pital is now a cheerful geriatric hos- 
pital where patients are given atten- 
tion and comforts they could not 
have at home. They are kept up as 
much as possible and enjoy occupa- 
tional therapy and the company of 
other old people, which busy rela- 
tives are rarely able to arrange. Last 
year 142 patients were discharged. 
As there are 178 patients altogether, 
the remedial treatment, under the 
direction of specialists, is highly suc- 
cessful, in spite of staff shortage prob- 
lems. The casual wards of the old 
Institution, now disused, show by 
their dingy brown walls and bare 
wooden floors how different the 
modern hospital is from its forbidding 
predecessor. The nurse’s bedroom 
(above) is only one example of how 
different things are today for staff 
as well as patients. 








The Treatment of Burns 
A. 7. EVANS, F.R.C.S., Plastic Surgery and Burns Centre, Queen Mary’s Hospital, Roehampton 


Second World War, treatment of burns in plastic 
surgery units has been placed on a more stable 
basis than formerly, and although there may be differ- 
ences of opinion on details of technique, we now have 
widespread acceptance of certain basic principles. 
The three main factors in achieving this improve- 


N S A RESULT of the concentrated experience of the 


ment in standards are: 


(1) the use of controlled intravenous fluid in treat- 


ment of shock; 


(2) recognition of the need for early skin-grafting; 

(3) a better understanding of the ‘burns illness’. 

A fourth factor might be added, and that is the 
gradual establishment of burns units throughout the 
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BURNS SURGERY 








Mr. Evans is one of the lecturers to the post- 
registration six-months’ course at Queen Mary’s 
Hospital, Roehampton. 








cerned with diagnosis of the depth because if part of the 


skin is undamaged, spontaneous healing can occur, but 


country (as advocated by Colebrook in 1950). Figures 


published from the Basingstoke Burns Unit in 1957 


showed that the average in-patient stay of those cases 


admitted within 72 hours of burning was 34.5 days as 
compared with 65.5 days for cases which were trans- 
ferred after a period of treatment elsewhere. 

The Basingstoke Unit has now been transferred to 
Queen Mary’s Hospital, Roehampton. The burns ward 


at present has 24 beds and 
includes a special shock room 
where the more severe cases are 
taken on admission and held 
for the first critical days. 


Pathology 


The burn lesion is due to 
tissue damage or destruction by 
heat coagulation. The depth 


depends on the temperature of 
the heating agent, its length of 


time in contact with the skin, 
and the thickness of the skin. 
(A scald in a child may cause 
a deep injury where only partial 
thickness destruction would oc- 
cur in an adult.) Various sys- 
temic effects follow the tissue 
damage and their severity varies 
directly with the extent of the 
burn. The percentage of the 
body surface involved is there- 
fore highly important in esti- 
mating the general effect and 
prognosis, remembering also 
that the deeper the burn the 
more severe the outcome. The 
surgeon is particularly con- 


Fig. 1. Burn of 16 per cent. of body surface area 


(ignition of clothes by gas fire). Picture shows healed 
condition 22 days after the accident. 





if the full thickness of the skin is destroyed skin-grafting 
must be performed. This diagnosis of depth is not 
always certain when the patient is first seen and several 
days may elapse before it can be accurately estimated. 


‘BURNS ILLNESS’ 


The local injury must be viewed against a back- 
ground of complex systemic disturbances, many of 
which have been imperfectly understood in the past 
when most complications were lumped together under 
the heading of ‘toxaemia’. The burns illness consists of 


four main components which 
may dominate the clinical pic- 
ture at different periods. 


1. Shock. Essentially shock 
is a mechanical state of dimin- 
ished blood volume. Damaged 
capillaries allow rapid loss of 
circulating fluid either from the 
surface of the burn (blister 
fluid) or into the tissues as 
oedema. The fluid loss develops 
within an hour or so of the burn 
and continues at a diminishing 
rate for about 48 hours. If un- 
corrected there is slowing of the 
peripheral circulation, and oxy- 
gen starvation which will pro- 
duce irreversible changes in the 
tissues leading ultimately to 
death. Renal output is dimin- 
ished during this phase but the 
temporary oliguria is followed 
by a diuresis on about the third 
or fourth day as the patient re- 
covers from the state of shock 
and oedema fluid is absorbed 
back into the circulation. A 
shocked burned patient should 
never be treated by a heat- 
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cradle which only succeeds in increasing the skin 
circulation through the damaged capillaries, thus 
accelerating the fluid loss. 


2. Infection. A burn is an open wound soaked 
jn protein-rich fluid and with much dead and 
damaged tissue present; thus it provides an ideal 
culture-mnedium for bacteria. Streptococcal infec- 
tion can be dangerous but is not frequently seen 
nowadays and usually responds to penicillin. 
Staphylococci, B. proteus and pyocyaneus are the 
more common and less easily controlled invaders 
and are capable of causing local tissue damage and 


graft loss. 


3, Anaemia. Particularly in the deep burn we 
find early loss of red blood corpuscles which may be 
destroyed or damaged by the heat. A continued loss 
associated with increased corpuscular fragility, 
sometimes severe enough to produce haemoglo- 
binuria or jaundice, may lead to a very resistant 
anaemia and resultant delay in healing. Recent 
investigations with radioactive isotopes have demon- 
strated that 4-1°% of the circulating red cells may 
be lost for each 1% of deep burn during the first 
few days. 


4. Biochemical changes. Certain changes in 
electrolytes, disturbed carbohydrate metabolism, 
and severe protein loss are some of the related con- 
ditions which follow hormonal activities arising 
from the marked stress response in burns patients. 
Of particular importance is the nitrogen loss in the 
urine which may correspond to a protein breakdown of 
over 200 g. daily. This is a very disturbing feature as 
these patients need considerable extra protein to enable 
new skin to grow over their extensive raw areas; if it is 
not recognized and adequately treated, considerable 
weight loss and extreme wasting will follow and healing 
may be delayed for many months. 


TREATMENT 


The above abbreviated account of the pathological 
background in these cases is essential if we are to under- 
stand the principles of treatment. Just as there are four 
main complications to be considered, so we may 
conveniently consider the treatment in four main 
phases. 


1. Shock. The percentage area of the burn is esti- 
mated on admission and it is the practice in this unit 
to give intravenous fluid to all adults with burns 
greater than 18 per cent. (with children it is over 12 per 
cent.) Dextran has replaced plasma in most centres 
and whole blood is also given if the burn is deep. The 
quantity to be givén must be judged accurately as both 
under- and over-dosage have their own risks. Most 
centres use suitable formulae in which the surface area 
of the burn and the age or body-weight of the patient 
are combined. Haemoglobin levels or haematocrit 
readings give some information about the degree of 











Fig. 2. Child aged 24 years with scalds involving 28 per cent. of body 


surface being nursed on special exposure frame. 


fluid loss and its response to treatment, and are used as 
a further control. It is important that intravenous 
therapy is continued for 48 hours from the time of the 
burn as the patient continues to lose fluid during this 
period. Fluid balance must be carefully charted and 
an indwelling catheter must be used if there is any 
difficulty in collecting urine. 


2. Exposure. This method of treatment was shown 
by A. B. Wallace of Edinburgh to depend on certain 
basic bacteriological principles. If the burned surface 
can be kept cool, dry, and exposed to light then 
bacterial growth is effectively discouraged. Gentle 
cleansing is performed with 1% Cetavlon and Hibitane, 
blisters being snipped and loose epithelium removed. 
The areas are dried with gauze swabs and sprayed with 
a light frosting of penicillin powder, the spraying being 
repeated at intervals during the first three days. 

The most important part of the technique is to adopt 
a nursing posture which avoids or limits contact 
between the burned surface and the bedding or other 
parts of the body. In most cases only one surface is 
involved and presents no difficulty. Burned limbs must 
be elevated to avoid contact and also to allow oedema 
to drain. The most difficult problem is the circumfer- 
ential burn of the trunk as obviously the patient must 
lie on some part of the burn. In this unit the patient 
is nursed on a special exposure frame (Fig. 2) strung 
with plastic netting; the patient lies on sheets of Polyure- 
thane foam. This plastic sponge is relatively non- 
adherent, causes no tissue reaction, and can be re- 
sterilized. Most important of all, it is porous and allows 
evaporation through it so that considerable drying can 








Fig. 3a. Moderately deep burn stripped by blunt dissection. 


occur even from the burned surface on which the 
patient is lying. This evaporation can be increased by 
placing a warm-air circulator under the frame. 
Additional attachments are provided to simplify the 
positioning of involved limbs. A cradle is placed over the 
patient but must be left open at the ends to allow air 
to circulate. 

In superficial burns the crust which forms separates 
from about the 12th-14th day onwards and healed 
epithelium is found underneath. The area of dry 
necrosis from a deep burn remains dry, and is usually 
ready for excision by the 14th day. 


3. Excision and grafting. We prefer to excise all 
our deep burns (Figs. 3a and 3b) rather than await 
spontaneous separation, and usually apply skin grafts 
to the resulting raw areas at the first operation. Sheets 
of thin skin are cut with the electric or pneumatic 
dermatome and spread on Vaseline gauze to facilitate 
handling. It is sometimes more economical to cover 
large areas with separate patches or strips which grow 
over the intervening raw areas within a very short 
period. Extensive burns will naturally require several 
such operations before healing is complete, and fresh 
grafts may be cut from the same donor sites at intervals 
of two to three weeks. Homografting (that is, the appli- 
cation of skin from another person, usually but not 
necessarily a relative) is occasionally resorted to as a 
life-saving measure when the patient’s own donor sites 
are scanty or non-existent. These grafts only survive 
some three or four weeks but at the end of that time the 
patient’s condition will have improved and some spon- 
taneous healing may have occurred. The best results 
are achieved when patches or strips of the patient’s 
own skin can be interspersed with the donor skin as 
they will often spread to replace the homografts as they 
are shed. 


4. General measures. A high-protein, high-calorie 
diet is essential for burns patients. It is far better to rely 
on supplementary feeds than ordinary solid diet and 
Complan has been found to be particularly valuable, 
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Fig. 3b. Very deep burn excised by Humby knife. 


enabling us to maintain a positive nitrogen balance 
even with the most extensive burns. Extra vitamin Cis 
given as it plays an important part in healing. Haemo- 
globin levels must be watched and any drop below 
80 per cent. corrected by blood transfusions. 
Physiotherapy and occupational therapy maintain 
movement and morale. Exercises are often carried out 
in the saline bath which is used for post-operative 
dressings (Fig. 4). The bath unit is also used for cleaning 


Fig 4. Dressings and exercises carried out in special bath with constant 
flow of isotonic saline at 100°F. 
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up delayed infected cases. ; 
It is important to avoid continued heavy sedation 
and its depressant effect on metabolism. It is often 
mistakenly assumed that these patients are in severe 
ain and repeated doses of morphia are ordered. Discom- 
e is often due to awkward positioning, accentuated 
aps by protective muscle spasm. Much can be done 
to alleviate it by intelligent rearrangement of the 
tient’s position, and severe tension can be dimin- 
ished by small doses of barbiturates or tranquilizers. 
These patients present a considerable challenge to 
the nursing staff. They are difficult to manage, their 
ral condition may fluctuate alarmingly, the tech- 
nique of positioning requires continual watchfulness, 
and it is very disheartening to lose a patient after days 
or weeks of devoted skill and attention. Teamwork 
plays a considerable part in bringing burns patients 
through to a successful outcome. Sisters and junior 
nurses, surgeons and anaesthetists, technicians and 
orderlies all have important parts to play and must 
work together with an appreciation of all sides of the 
problems involved. 


[I would like to acknowledge the permission of Colonel T. A. 
Samuel, M.c., T.D., medical superintendent, to publish this 
article. ] 


Local Government Health 


London County Council 


The LCC has decided to take advantage of 
the central syringe service provided by Pad- 
dington General Hospital for immunization 
and blood testing work carried out in Hampstead, Pad- 
dington, St. Marylebone, St. Pancras and Westminster. A 
charge of 8d. is made for each syringe sterilized and it is 
expected that this service will cost the LCC £3,500 a year. 
In the remainder of the County Council area sterilization 
will continue to be done locally by boiling but a freshly 
sterilized syringe and needle will be used for each injection 
instead of, as before, simply a freshly sterilized needle. 


Syringe 
Service 


County Borough of Brighton 


Outspoken A great deal is heard these days of the ways 
Medical Officer in which physical symptoms may be pro- 

duced by nervous disorders. It is refreshing 
therefore to find that Dr. W. S. Parker, MOH, Brighton, 
tefers to the other side of the picture. 

Physical disorders may produce nervous symptoms. “A 
human being”, says Dr. Parker, “is a whole person. His 
mind may affect his conduct: on the other hand physical 
illness may affect the workings of his brain. To refer a man 
direct to a psychiatrist is quite wrong: the individual may 
well be under the care of his general practitioner for some 
illness which is the cause of his behaviour.” 

Dr. Parker does not believe in pretending that all is well 
when all is far from well. He states that “The local cam- 
paign against cigarette smoking as a cause of lung cancer 
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TODAY’S DRUGS 


Noscapine 

This is marketed as Coscopin (Evans) and Nicolane 
(Aspro-Nicholas). It is an alkaloid of opium related to papa- 
verine. As a cough suppressant it is comparable to codeine, 
but has no narcotic or analgesic effect. It is free from the 
constipating effect of codeine, nor does it depress respira- 
tion, It has been recommended by the WHO expert com- 
mittee on addiction-producing drugs as a substitute for 
codeine for suppression of cough. 

Toxicity is low, and the drug can safely be tried in any 
condition in which a linctus is customarily given. Adult dose 
is 25 mg. A final verdict on its usefulness must await further 
clinical experience. 


NHS basic price—Coscopin lozenges, 25 mg., 20 for 2s. 4d.; linctus, 25 
mg. in 7 ml., 4 fl. oz. for 3s, Nicolane linctus, 15 mg. in 4 ml., 4 fl. oz. 
for 2s. 9d. 

BM, 26.12.59. 





With the kind co-operation of the BRITISH MEDICAL JOURNAL, 
we have arranged to print abstracts from the popular series ‘To-day’s 
Drugs’ which appears weekly in that journal. 








News 


has been hampered as two corporation committees have 
declined to provide facilities for me to implement the 
council’s resolution for action.” He adds: “One council 
member has died of lung cancer during the year.” 

Collaboration with family doctors in Brighton is of a high 
order but the link with hospitals is less strong. “In the 1952 
report on the National Health Service I had cause to men- 
tion the unfortunate attitude of the Sussex Maternity Hos- 
pital regarding co-operation. I much regret that I.am not 
in a position to report a happier situation.” 

The report contains a significant comment on the current 
causes of death among schoolchildren. Seven boys and one 
girl between the ages of five and 15 died in Brighton during 
1958. Three of the boys died from the effects of malignancy, 
and three as the result of fatal road accidents. 


North Riding County Council 


Trainee health visitors in the North Riding 
of Yorkshire receive at the moment a 
scholarship award of £240, fixed in 1953, 
which the health committee of North Riding County 
Council considers inadequate. They propose that the 
county MOH should be authorized to appoint six student 
health visitors in each financial year, from next April, and 
that these students should be paid three-quarters of the 
health visitor’s minimum salary. Travelling and other out- 
of-pocket expenses should be met by the council. Students 
accepting this scheme would be required to serve in the 
North Riding for at least two years after qualification. 


Pay for Trainee 
Health Visitors 
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Maternity Flying Squad 
Newcastle upon Tyne 


D. M. PRINGLE, S.R.N., 8.C.M., M.T.D., 
Maternity Matron, Newcastle General Hospital 





The Maternity Flying Squad 
in Newcastle works from 
the Newcastle General Hos- 
pital, and is operated in 
conjunction with the Prin- 
cess Mary Maternity Hos- 
pital. Our pictures show 
the nurse on duty receiving 
an emergency call, the 
equipment being checked, 
and the flying squad hurry- 


ing into action. 


> J o 
Newcastle’s Obstetric THE RECENT PUBLICATION of the Cranbrook Report in- 


: cluded a short review of the emergency obstetric services 
Emergency Service commonly known as the ‘flying squad’. In this report, 


Newcastle Regional Hospital Board supplied data which 
disclosed that the flying squad teams in this area might 
have to travel as far as 60 miles from Newcastle into rural 
areas of the region. 

It is about the flying squad in Newcastle upon Tyne that 
I wish to write as we are very proud to claim that it was 
largely owing to the efforts of the late Professor E. Farqu- 
har Murray that such services as this were initiated. It 
was due to his sustained efforts that the flying squad ser- 
vice was started here in September 1935 but attempts had 
been made from about the year 1929. 

In the years preceding 1940 the maternal mortality rate 
was very high and after puerperal infection, one of the 
most important causes of death in association with child- 
birth was uterine haemorrhage. Some of the patients died 
in hospital, some in their own homes and some in the 
ambulance on the way to hospital. Far too many deaths 
came into the latter category, the story generally being 
that the mothers appeared to be in fairly good condition 
on being transferred to the ambulance, but had, unfor- 
tunately, a further blood loss on the way. Some of these 
patients arrived at maternity hospitals with such a high 
degree of shock that all efforts at resuscitation were often 
of no avail. The flying squad service was therefore designed 
primarily for the treatment of patients suffering from post- 








ary 12, 196% Nursing Times, February 12, 1960 


port in- 
services 
report, 
a which 
a might 
to rural 


yne that 
t it was 
Farqu- 
ated. It 
1ad ser- 


pts had 


ity rate 
of the 
1 child- 
its died 
in the 
deaths 
r being 
ndition 
unfor- 
f these 
a high 
e often 
signed 
n post- 


m haemorrhage and collapse either in their own 
homes or in small maternity hospitals or private mater- 
nity homes. The service soon had to be expanded to 
cover a wide range of obstetric emergencies. The pre- 
gnt service is designed, organized and equipped to deal 
with practically any acute obstetric emergency in the 
home or small maternity unit or private maternity 
hospital. 

The precise nature of the emergency cannot always 
be known before the departure of the squad. In the 
emergencies have included breech delivery, 
Caesarean section, application of forceps, paracentesis 
itas, abortal haemorrhage, diabetic coma in labour. 
Today, the ever-present emergency of post-partum 
bleeding and the necessity for manual removal of 
placenta occupy the larger percentage of calls. 
Responsibility is divided between the consultant ob- 
stetricians and consultant anaesthetists attached to 
Princess Mary Maternity Hospital and Newcastle 
General Hospital, and they accept calls on a rotation 
system. The staff 
consists of obstetrician, 
consultant anaesthet- 
ist, sister or staff mid- 
wife, resident house 
officer or medical stu- 
dent. From the nurs- 
ing staff point of view, 


| itis felt that one of the 


staff midwives on duty 
should go out with the 
squad and that it 
should be accepted as 
part of daily routine; 
It is therefore an ad- 
ministrative duty toen- 
sure sufficient staff on 
duty to cover routine 
and emergency work. 

Appointing separate 
nursing staff has many 
drawbacks—the 
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equipment becomes the special pet of a small group and 
failure to pass on information about new equipment and 
methods often leads to delay or some break in the 
efficiency of the service. Medical students and pupil 
midwives are only taken along as observers, helpers 
and ‘carriers’. 


How calls are Dealt With 


When a call is received, sister or staff midwife takes 
down full particulars and essential details, also direc- 
tions for finding the house and ensuring that someone 
will be available to attract the attention of the ambu- 
lance or doctor’s car to the house—this is especially im- 
portant during the winter or foggy weather. We have a 
special telephone line: the ringing tone is different from 
that of the other telephones and the line is always kept 
clear of other callers. 

Sister then telephones the ambulance depot and 
simply states “Flying squad, Newcastle General Hos- 

pital.” Then a staff midwife 
‘takes the details and directions 
and collects blood and plasma 
or dextrose. The ambulance col- 
lects staff midwife and equip- 
ment at the Regional Blood 
Transfusion Centre which is in 
the grounds of this hospital, 


Some of the equipment carried by the New- 
castle flying squad is illustrated on this and 
the following page. 
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nurse gives the ambulance driver the instructions 
and they set off with very little time wasted. 
All ambulances are fitted with radio transmitters. 

Meanwhile, sister has contacted the obstetri- 
cian and the anaesthetist and given them both 
relevant details. They travel in their own trans- 
port from the place at which they receive the 
call. All the equipment is on its way with staff 
midwife and medical student. 

The equipment is pictured here and it will be 
seen that it covers a wide range. The anaesthetist 
and suction apparatus are taken out to each case. 
We consider the value of a consultant anaes- 
thetist cannot be overestimated as it ensures that 
resuscitation methods and procedures can always 
be carried out adequately. It has been proved 
here in Newcastle that a central service covering 





a wide area is likely to remain far more efficient than 
multiple, little-used services scattered over a district. 


Problems of Domiciliary Practice 


The educational value of flying squad calls is not in- 
considerable for midwives working in hospital, as it 
allows them as part of a team to see and appreciate the 
problems of domiciliary practice. It also provides all the 
necessary facilities for discussion of current problems 
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between the obstetrician, the practitioner and the 
midwife. 

In antenatal cases the flying squad is sometimes called 
to render first-aid treatment to cover a patient’s journey 
to hospital, particularly in cases of major antepartum 
bleeding or in the rare event of eclampsia. In the former 
case a blood or plasma infusion is started in the home 
and may be continued in the ambulance. In the latter 
case the journey is delayed until the patient is suffic- 
ently sedated to allow transfer to an ambulance. It isin 
cases such as this that the staff midwife remains to be 
near the patient until she is in the hospital. Assisting in 
all emergencies gives the midwife an added sense of be- 
ing an essential member of a team, increases her poise 
and confidence and above all gives her a wider know. 
ledge of both hospital and domiciliary practice. 


[I wish to thank Mr. William Hunter, m.D., F.R.c.0.G., consul. 
tant obstetrician, Princess Mary Maternity Hospital, for allowing 
me to use historical data from his published articles.] 


COMPARISONS: Teaching and 
Non-teaching Hospitals 


Doctors attached to the Social Medicine Research Unit 
of the Medical Research Council have been studying 
differences in the mortality of certain conditions in teaching 
and non-teaching hospitals, In a letter to The Lani 
(January 16) they published their carefully analysed 
statistics. 

In hyperplasia of the prostate the case-fatality of the 
teaching hospitals was only 3.6 per cent. compared with 
15.1 per cent. in the non-teaching hospitals. It was cor 
cluded that this difference was not influenced to any great 
extent by differences in such matters as _age distribution of 
patients, or the proportions of emergency admissions. 

In the case of perforated peptic ulcer, however, the 
advantage lay with the non-teaching hospitals when 1955 
figures were analysed, but examination of earlier figures 
seemed to indicate that this was not a valid result and that 
there was no real difference between the case-fatalities from 
perforated peptic ulcer in the two kinds of hospital. 
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CarRYING overtones from the Younghusband Report, 
a conference on ‘Health Education as a Part of Social 
Work’ arranged by the Central Council for Health 
Education in London on January 28 was attended by 
over 450 representatives of local authorities, regional 
hospital boards, hospital management committees and 
individual hospitals, National Health Service executive 
councils and numerous voluntary organizations. 

Professor Francois Lafitte, ex-journalist and former 
leader writer for The Times, who since October has been 
rofessor of social policy and administration at the 
University of Birmingham, declared his belief that 
social workers had a part in health education. They 
should have a knowledge of simple hygiene to enable 
them to impart a sensible attitude on health matters to 
their clients, to recognize departures from normal 
health and to know when a situation required more 
expert handling than they could give. 
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Promoting Self-knowledge 


Professor Lafitte defined health education as helping 
people collectively and individually to understand more 
of their physical and mental make-up and to ‘come to 
terms with what cannot be avoided’. A wise clergyman 
would know when to call in the moral welfare worker 
and a wise doctor when to consult the almoner or health 
visitor. Health education was an indispensable function 
of the health visitor and because there was a large social 
work content in what she did, her work was bound to 
overlap that of the social worker. But the speaker 
questioned whether health visitors would have suffi- 
cient time to take on social case-work and felt that 
attitudes developed in their training as nurses were 
| inappropriate to the needs of social work. Where 
health problems were dominant the health visitor was 
really expert but not all social work had a bearing on 
the work of the health services. 
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n 1% | , Two health visitors, Miss N. B. Batley (Hastings) and 

: re Miss E. Rodenhurst (LCC) spoke from a practical 


appreciation of the demands and responsibilities in 
meeting family health needs and of the complementary 
part to be played by public health nurses and social 
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CENTRAL COUNCIL FOR HEALTH 
EDUCATION CONFERENCE 


workers in serving the community. 

The boundaries of case-work and health education 
were discussed in the afternoon by Dr. G. Ramage, 
county medical officer of health for Staffordshire (whose 
paper was read by Dr. Gordon Smith, deputy medical 
director, Central Council for Health Education), and 
Miss E. M. Goldberg, psychiatric social worker with the 
Social Medicine Research Unit, Medical Research 
Council. 

Dr. Ramage thought that a preventive outlook on 
health matters was best achieved by bringing in the 
people who were practising preventive medicine. Miss 
Goldberg contrasted social case-work—a disciplined 
activity needing recognition of a problem and the use 
of appropriate resources in dealing with it through a 
therapeutic relationship with the client—with health 
education which ‘meets people in ordinary circum- 
stances’. She looked for growing collaboration between 
social workers and health visitors which would help to 
prevent overlapping of their functions. The toll of 
accidents, increasing disabilities in middle and old age 
and the challenge of the Mental Health Act called for 
this collaboration, in which trade unions and employers 
with other groups should be helping to create a thera- 
peutic community both at home and at work. 


Theory the Fruit of Experience 


Finally Dr. A. J. Dalzell-Ward, medical director, 
Central Council for Health Education, spoke briefly 
of the Council’s six years’ experience of in-service 
training in group work, by means of refresher courses. 
Hippocrates had said that ‘theory should be the fruit 
of experience and not its root’ and great attention was 
paid at these courses—given for all types of health 
workers and hospital staffs—to staff relations, using 
dramatization and role-playing freely under expert 
guidance. 

Congratulating the Central Council for Health 
Education on providing an opportunity to discuss this 
subject—‘so extremely important and yet so vague’— 
Dr. Ramage, in bringing the discussion to a close, said 
“We are about to recruit an enormous number of new 
community workers and must see that they can take 
a wider part in health education.” 





DIVINE 
HEALING 


A reprint of the series of articles on the 
spiritual aspects of health and healing, 
published recently in the NURSING 
TIMES, is now available, price 1s. 8d. including post- 
age, from the Manager, Nursing Times, Macmillan and 
Co. Ltd., St. Martin’s Street, London, W.C.2. 



























LATER LETTERS 


ARE NURSES HUMAN? 


Mapam.—‘‘It is possible to be a good 
compassionate nurse, even if one does not 
say one’s prayers every evening or even if 
one does not belong to a church”. 

I cannot allow Mrs. Newmark’s state- 
ment to pass unchallenged. I agree with 
her that “it is possible to be an efficient 
nurse”—but not a GOoD nurse. 

From Our Lord’s own lips we are told: 
‘There is none good but one, that is, God.” 
(Matt. 19.17). If this quality is not sought 
from God Himself in prayer (a very 
different matter from saying prayers), 
from whom else would Mrs. Newmark 
suggest that it could be obtained? 

On a practical level, how many patients 
prefer a ‘good’ nurse to an efficient nurse? 

Mrs. Newmark finds the article ‘Quali- 
ties and Attitudes Desirable in the Newly 
Qualified Nurse’ ‘pompous’—so do I. And 
I would suggest the reason for this is that 
neither of us possesses these admirable 
qualities in the degree we should like; and 
we find the fact disconcerting! 

Wintrrep M. Rockers, 
District Nurse. 
Bedford. 


* * 


Mapam.—Having read ‘Qualities and 
Attitudes Desirable in the Newly Qualified 
Nurse’, I am amazed at the bitter tone of 
Mrs. Newmark’s letter (Nursing Times, Jan. 
29). I do not see a creature ‘far removed 
from this earth’ but a sincere and earnest 
person who puts the needs of her patient 
first both spiritually and physically. No- 
where in the essay is it suggested that one 
must belong to a church in order to pray, 
nor that one must say one’s prayers in order 
to be a compassionate nurse. Yet the 
thought of a nurse taking the trouble to 
remember her patients before God, gives 
me the impression of a very real endeavour 
to help those in her care. 

There is nothing amiss in stating that 
certain attributes are desirable, even 
though not essential. The fact that a nurse 
conceals her emotions does not necessarily 
mean that she represses them. She may 
have learnt to control them, as she should, 
if her patients are to have confidence in her. 

Lucy HACKETT. 
London. 


PRIVATE NURSING 


Mapam. — ‘S.R.N., Surrey’ (Nursing 
Times, January 29) makes observations on 
private nursing homes which are unjust 
and untrue. 

I run a private nursing home in Norfolk 
where I care for 18 patients, some seriously 
ill, some elderly, some in the terminal 
stages of illness and requiring not only 
physical care but often spiritual help. The 





administration is probably comparable to 
that of a fairly busy medical ward with a 
little post-surgical work thrown in. All 
periods are covered by an adequate hard- 
working staff, under the direction of a 
trained nurse. I strive to obtain for my 
patients a standard of care worthy of the 
ideal taught in the excellent nursing school 
where I took general training. My patients 
enjoy a happy atmosphere, warm cheerful 
surroundings where their interests are the 
first consideration. The daily bed bath is a 
rule, all patients well enough are got up 
daily, and bed sores are the rarity that they 
should be. A varied menu is provided, and 
special diets are provided for. Up-to-date 
treatment and medication are given to all 
patients under the supervision of their 
doctors who visit frequently and through 
whom full use is made of the local consult- 
ant and pathological services. 

A measure of the satisfactory standard of 
the nursing home is the constant demand 
for beds and the confidence and good will 
of the doctors who send us their patients. 

Our fees are between 11 and 15 guineas 
a week, well below the basic charge esti- 
mated by ‘S.R.N., Surrey’, and about one 
half of the cost of maintaining a patient in 
a general ward in hospital under the 
N.H.S. I am confident that our standard 
of care compares favourably with that 
given to similar patients in hospital, and 
‘S.R.N., Surrey’ would be most welcome 
to come and judge for herself. 

I think that private nurses usually de- 
serve their fees, chiefly in consideration of 
their availability. A telephone call to a 
reputable agency will sometimes produce 
an excellent ready-uniformed nurse within 
a few hours, and her services can also be 
terminated as desired. This great con- 
venience has its value and is well worth 
the extra rate of pay and allowances. I 
speak in personal appreciation of such help. 

ELIZABETH DE Fortis, 
S.R.N., PART | MIDWIFERY, 
Norfolk. 


a * * 


Mapam.—In her letter published on 
January 22, ‘P.H.’ appears to have been 
unfortunate in the nurse association from 
which she finally managed to get a nurse. 
A well run nursing association or co-opera- 
tion always sends either by the nurse or by 
an early post, a form stating the terms of 
service and other necessary details. The 
nurse does not collect the fees. This is done 
by the association which at the same time 
deducts its commission. 

Fees plus extras, insurance, sleeping out 
charges, laundry and travelling expenses, 
have never been a satisfactory way of assess- 
ing the pay of private nurses. The time is 
long overdue for paying a private nurse a 
fee to include all those extras the patients 
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and relatives alike find so hard to unde. 
stand. Travelling would be the sole ext, 
charge, and then only when the nurse 
sent outside a certain radius. No 

for the last offices should be made if the 
nurse is already attending the patient fj. 
time. A fee should only be charged when 
she is specially called to undertake thy 
service as frequently happens. 

I am glad to know P.H. found the nur 
herself to be kind and helpful—the majority 
are. It is only the bad nurse and bad ¢. 
operation which bring disrepute to a hard. 
working group of nurses. 

The demand for private nurses will ip. 
crease, sirice so many people are contribut. 
ing to benevolent schemes. This demand 
will not be satisfied without giving a ‘new 
look’ to private nursing and attracting 
nurses into the service. A new salary struc. 
ture is one way. A greater use could lk 
made of the S.R.N. by developing the 
visiting nurse service. Finally, why do not 
some of the co-operations themselves com. 
bine—the smaller ones could do so with 
advantage to patients, nurses and them. 
selves. It would save doctors and relatives 
alike many wasted hours telephoning co- 
operations to find the elusive nurse. 

E. A. McDonacu. 
Suffolk. 


Epsom District Hospital 


Miss M. Hunt, assistant matron, wil 
retire on March 16. If any past member of 
the staff would like to join in a token of 
appreciation, would she please send her 
donation to matron. 


Nottingham General Hospital 


Miss M. E. Collier, principal tutor, is 
retiring at the end of February. Anyone 
wishing to contribute to a presentation 
should send her donation to matron. 


Queen Mary’s Hospital, Sidcup 


Miss A. Ashby, sister tutor, retires on 
March 31. All former members of staff 
wishing to be associated with her retire- 
ment presentation should communicate 
with matron by March 12. 


St. Andrew’s Hospital, London, E.3 


Miss G. I. Laing, matron, will retire on 
March 31. Anyone who wishes to be ass0- 
ciated with a presentation is asked to send 
her contribution to Miss A. I. Cairns, 
deputy matron. 


Royal Liverpool Children’s Hospital 


Miss N. F. W. Smith, assistant matron 
at the Myrtle Street Branch, and Sister 
O. M. Williams, night superintendent at 
the Heswall Branch, are both retiring 4 
the end of March 1960 after many year 
service with the hospital. If any former 
trainees or staff of either branch would like 
to contribute to retiring presents for either 
of the above, would they kindly send their 
donations to Miss K. M. Sabin, matron, 
Royal Liverpool Children’s Hospital, 
Myrde Street, Liverpool, 7. 
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Have YOU been Asked? 


(LAIRE B. RAYNER, S.RN. 


uITE a large section of the lay public 

seems to consider that nurses are the 
founts of all gynaecological knowledge. 
Women in hospital will ask the most 
junior probationer for advice on marital 
problems, not stopping to think that a girl 
of 19 or so is hardly likely to be of much 
help. In the same way, girls who have been 
unfortunate enough to contract an un- 
wanted pregnancy will turn to a nurse for 
‘help’. Too often, the ‘help’ sought is a 
“good way to bring on a period”, which 
euphemism deceives no one. Sometimes, 
the distracted girl asks outright for an 
abortion, or the name of someone who will 
perform one, and becomes quite angry 
when this sort of help is refused. 

In the course of the past few years, I 
have been approached on several occasions 
with this sort of question. In each case I did 
the same thing: I pointed out, as clearly as 
I could, the dangers of an illicit abortion, 
and sent the girls to a general practitioner 
friend, who was kind, unblaming and, above 
all, co-operative in the matter of helping 
the girls to have their babies, without 
“giving them away to their friends and 
families’. This is important, for without 
that secrecy the unfortunate girl finds it 
difficult to reconstruct her life afterwards, 
should she put her baby up for adoption. 


Back-street Abortion 


In one case this help did not turn out 
well, The girl in question was a pathetic 
little refugee, working in an hotel. She was 
lonely, plain, and not very clever, and was 
easily seduced by one of the hotel guests— 
the usual sad little tale. She came to the 
outpatient department where I was work- 
ing, for E.N.T. treatment, and asked me 
for my help in the matter of her three 
months’ pregnancy, which she had_ not 
mentioned to the doctor. Once again I 
explained the dangers of abortion and sent 
her to Dr. S. She visited him; then she dis- 
appeared, to come back some weeks later, 
looking quite dreadfully ill, with a low 
grade pyrexia and complaining of lower 
abdominal pain. 

She said that her pregnancy must have 

a mistake, because she had had a 
normal period, but after Dr. S. had ex- 
amined her, she admitted that she had 
borrowed £50 (from many different 
people) and had gone to a back-street 
abortionist another girl at the hotel had 
tecommended. She now had a widespread 
pelvic infection, with probably permanent- 
ly occluded fallopian tubes, and her general 
health, never very robust, was thoroughly 
undermined. She also had a severely 








lacerated cervix, 
which would prob- 
ably require sur- 
gery at a later date, 
when her very re- 
sistant infection 
had been dealt 
with. Whatever 
happened, she 
needed a long stay 
in hospital. 

This worried me 
considerably; I felt that somehow I should 
have been able to prevent this girl from 
going to her back-street abortionist. When 
another girl contacted me, a member of a 





In reading of Mrs. Rayner’s experi- 
ences as an outpatient sister, most 
of us will recall similar questions, 
however tentative, which have been 
posed to us. The editor does not 
necessarily endorse all the author’s 
views—but can we help more than 
we do? 











youth club at which I have been a volun- 
tary worker for some time, I remembered 
the little refugee again. This new girl, 
pretty, reasonably sensible, and from an 
excellent home, had fallen into her 
dilemma because, after her fiancé had 
jilted her, a year before, she had been 
feverishly searching for comfort with some- 
one else. She had found her comfort all 
right, but once the young man had dis- 
covered what had happened he had melted 
out of her life completely. 


No other Course 


So here was Ann, pregnant, adamant 
that she could not tell her parents, equally 
adamant that she “‘couldn’t have the baby, 
no matter what’’, and asking me for the 
name of an obliging doctor. No matter 
what I said, she refused to consider any 
course but that of abortion. She had a good 
job which she had no wish to lose, her 
parents were far from well, and anyway 
would not support her ‘disgrace’, and she 
did not intend, she said, to spoil her life 
because of one mistake. 

I was more than sympathetic. From the 
security of my own very happy marriage, 
and happy in my own coming infant, I 
could see only too clearly how this had 
happened to Ann, a hurt and unhappy 20- 
year-old, living away from home. The 
thought of this healthy girl being mauled 
by one of these abortionists was not a 
pleasant one. I warned Ann again of the 
dangers of the course she contemplated, 
and told her I would do almost any- 
thing to prevent her from going to such 
lengths, but it made no difference. She de- 
parted, to telephone a few days later, to 
assure me that she wasn’t pregnant after 
all—she had made a mistake. 

I doubted this fro m the account she had 
given me before, but she had so obviously 
tried to absolve me from all responsibility 
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that I was checked. I am sure she will find 
someone, somewhere, who will perform an 
abortion for her, and if she emerges from 
the experience with no illness she will be 
lucky. 

I am sure that there is no gynaecological 
ward sister in the country who cannot tell 
similar tales of girls they have nursed fol- 
lowing illegal abortions. What is to be done 
about this problem, that becomes com- 
moner all the time? As nurses, we must 
face this, for so often we are a girl’s first 
confidante, and as nursing today changes 
from care of the sick to prevention of ill- 
ness, the problem becomes increasingly 
one of ours. 

It is no use to talk of morality to the girls 
—the pregnancy is a fait accompli and re- 
crimination only makes for resentment. 
We can offer them practical help and care 
during their pregnancies, and assistance in 
making the best provision for their un- 
wanted offspring. This, however, is not 
enough. There will always be pregnant 
women who will refuse any course but that 
of abortion. What of them? No amount of 
talking, explanation of dangers, offers of 
practical help, will avail. They will listen, 
and then go and, somehow, find someone 
who will do as they wish, for the right 
financial consideration. 


Weakness of the Law 


The law can be invoked against these 
operators—when they are caught—but it 
is a well-known fact that it is virtually im- 
possible to get a girl, however ill treated by 
the person who performed the abortion, to lay 
information against them. Many of these 
people flourish, and will never be caught, 
so the law is powerless against them 

Again, it is infuriating to realize that 
this is the problem of the poorer people. 
A woman with two or three hundred 
pounds can have her unwanted pregnancy 
terminated by a doctor, in a private nurs- 
ing home, in safety. Deny it who will, such 
nursing homes do exist, and the ‘society 
appendicectomy’ is not just a relic of pre- 
war days. A death following this sort of 
abortion is rare, unlike the death rate from 
back-street abortions, which is probably 
higher than people realize. 


A Possible Answer 


Once again, what is the answer? It is at 
this point, hesitantly, that I wonder 
whether a change in the law is desirable, 
making properly performed therapeutic 
abortion available to these unhappy girls 
rather than allowing them to risk their 
lives in dirty back rooms, at the hands of 
a bungling amateur. No doubt this sugges- 
tion will bring the vials of wrath down 
on my head, but what is the alternative? 
I know that many people consider abor- 
tion to be murder of the unborn child, 
but surely the other course can be tanta- 
mount to the murder of a living girl? 
Others will say that abortion is immoral. 
Probably it is, but since a code of morals 
grew from a community’s need to regulate 
behaviour for the good of the community, 
then surely, a moral code that permits the 
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birth of unwanted children is out of date? 

Some will argue that easy abortion will 
encourage girls to throw all caution to the 
winds, and contract pregnancies like rab- 
bits, but I think that a fallacious argument, 
parallel to the one that says that abolition 
of the death penalty will encourage mur- 
der. Some girls will become pregnant, no 
matter what the consequences, because 
they lack the personality adjustment that 
enables them to foresee the outcome of 





their actions. 

It would be interesting to try to see an- 
other answer to this dilemma. I confess, I 
find it difficult to see any other way than 
that. of legal abortion. I cannot shut my 
eyes to the problem, either as a private 
citizen or as a trained nurse. Something must 
be done to protect such unfortunates as the 
hotel chambermaid, and Ann, and the 
thousands like them. 

But what? 


Here and There 


Halifax Retirement 


Miss Annie Ford, sister tutor at the 
Halifax Royal Infirmary for 21 years, 
will be retiring soon. Miss Ford, who 
trained at East Suffolk and Ipswich Hos- 
pital, has been an examiner for the General 
Nursing Council for many years; she is 
also honorary secretary of the Halifax 
Branch of the Royal College of Nursing. 
It is understood that on her retirement she 
hopes to write a book on nursing and her 
40 years’ service to the profession, and her 
long experience as sister tutor should make 
her very well qualified to undertake this. 





BACK FROM CANADA. Mary Darnell 

(left) and Margaret Marriott, who trained in 

England and are now on leave from Climax 
Bracken Hospital, Saskatchewan. 


Help for St. Olave’s Day Hospital 


The LCC is to provide the money for 
occupational therapy at a day hospital for 
30-40 mental patients at St. Olave’s Hos- 
pital, Bermondsey. The council will also 
appoint a psychiatric social worker for 
patients needing care or after-care, and 
clerical assis*ance. There will be regular 
consultation at this centre between the 
council’s staff and the staff of the hospital. 
The annual cost to the council is estimated 
at about £1,200. 


Party for Diabetic Children 


A very happy party for 70 diabetic 
patients whose ages ranged from 22 months 
to 15 years was held at Birmingham Child- 
ren’s Hospital recently. There were games, 


a cinema show, a ventriloquist, and a pre- 
sent each. The ‘party’ tea, which included 
cake and ice cream, had been very care- 
fully planned by the sister-in-charge and 
staff of the dietetic department. 





Occupational Health Unit, 
Central Middlesex Hospital 


Following recent discussions, a new con- 
tract has been offered to Dr. T. O. Garland, 
consultant in charge of the Occupational 
Health Unit, Central Middlesex Hospital 
(see Nursing Times, January 6, page 40), by 
the North West Metropolitan Regional 
Hospital Board. The 
new contract which 
has been accepted 
will be ona part-time 
basis and for the 
maximum number 
of sessions payable 
to a consultant and 
will replace Dr. Gar- 
land’s former whole- 
time contract which 
was financed by a 
grant from the Nuf- 


BIRMINGHAM 

CHILDREN’S HOS- 

PITAL party for dia- 
betic children. 
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TULIP FIELDS VISIT 


The National Council of Nurses of Great 
Britain and Northern Ireland is arranging q 
‘Spring Day’ on April 29—by Air to the 
Tulip Fields of Holland. The cost is £6 15s, 
plus 5s. administrative costs. Full particulars 
from 17, Portland Place, London, W.1. 
























en! 


field Foundation. 

At the first annual general meeting gf 
the Central Middlesex Industrial Health 
Service held in November it was reported 
that over 30 firms are now members, with 
a total of some 3,500 employees. It is hoped 
soon to open a third clinic near the Par 
Royal Stadium. 








Clean Air—Better Health 


A new display has been produced by the 
Central Council for Health Education to 
help local authoritieswith 
their clean air campaign. 
It is the first exhibition 
to deal with the problem 
entirely from the health 





A DRAMATIC pictur 
from the CCHE exhibition 
‘Clean Air—Better Health’, 
emphasizing the danger of 
smog to the elderly. 





point of view. It point 
out that local authorities 
are helping to protect 
the public by forming 
smoke control areas and 
then suggests “You can help to clear the 
air’? by not banking up fires at night and 
by burning smokeless fuel. Ways of pro 
tecting the family when fog is about are 
suggested. The display is now on tour in 
the London area, and will subsequently be 
available to any local authority who is 
interested. 
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A week’s HOLIDAY in eee 


\ 


HOLLAND—its unique \ 
charm temptingly described 
by MARJORIE NISBETT 


“ DAREN’T take more than a day or 
two—must swot for those exams!”’ 
said Fiona sadly. “It would be 

glorious to go abroad. But I hate fly- 

ing—and I’d have to, to get anywhere 
and back again quickly.” 

She certainly looked as if she wanted 
a break. Coming to the big hospital in 
London had been a wonderful experience. 
But it had meant homesickness, too, for a 
§cots girl who had been brought up on a 
windswept coastal farm. 

Suddenly I had an idea. “We could go 
abroad, together, just for a day or two!” I 
said, ““We needn’t fly—and I know a place 
that just couldn’t be more different; or 
delightful!” 

We took rucksacks, and I don’t know 
which of us felt the gayer as we found our 
seats in the 8 p.m. boat train at Liverpool 
Street Station, with £11 second-class re- 
turn tickets and our passports. 

There was a holiday feeling as we went 
up the gang-plank of the s.s. 
Amsterdam at Harwich. 

“Wake me early,” said Fiona 
happily, as we settled down 
later in the bunks in our two- 
berth cabin. 

We heard the bustle of arrival 
as we docked at the Hook of 
Holland at 6 o’clock next morn- 
ing, but the boat train wouldn’t 
leave the quay till 7.15, so we 
remained curled up drowsily for a little 
longer. 

And it was in the train with the trim 
Dutch landscape slipping past, that we had 
the first breakfast of our holiday. It was 
still only ten o’clock, when we descended 
from the train at Middleburg, to stroll 
across the old market square, with its gay 
awnings, and crow-gabled houses. 

“Time to have a look round before we 
catch our bus!”’ I decided. 





Holland is small, and 

you are never far off the 

tulip fields—at their 
best in April-May. 


Dutch a | Treat 


Photos: 
Dutch 
National 
Tourist 
Office, 
london. 


£ 


.~ 
Quayside at oo 
Veere (pronoun- 
ced ‘Vera’), the 
picturesque little 
town on the Is- 
land of Walch- 
eren, 
Windmills, 
water and wil- 
lows : a typical 
Dutch scene. 


We admired the front of the 
wonderful Gothic town hall, and 
strolled through the delightful 
“Walcheren in miniature”, get- 
ting a birds-eye view of this 
attractive island that we were go- 
ing to explore, as we wandered 
among the harbours and dikes, 
dunes and villages and towns, 
like Gullivers in Lilliput—be- 
cause everything there was just 
one-twentieth its real size. 

Then we were rattling along 
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the road, under the high blue Dutch sky, 
towards our destination—Veere. 

“Now,” I said to Fiona, as we jumped 
down at our journey’s end, “‘You are really 
away from it all!” 

We pushed open the door of De Camp- 
veerse Toren—originally a watch tower, 
guarding the harbour; now Veere’s unique 
hotel, a haven for travellers for the last 
three centuries, went into the circular 
room high over the water, graced by the 
lovely model of an old high-pooped ship in 
full sail, and ordered coffee. 

“T’d like to stay here!”’ said Fiona. 

“We’re going to, if there’s room!” 


* 


There was. Two neat bedrooms adja- 
cent, bright with new paint and gay covers 
on the beds, the windows opening right 
out over the water. 

“Like sleeping on a ship!” said Fiona. 

The price was 16s. for bed and breakfast. 

Scores of nets hung to dry from the masts 
of the fishing boats, as we strolled along the 
edge of the quay, and an artist was trying 
to catch the quiet beauty of the scene. I 
halted Fiona in front of a house with a 
wonderful carved sandstone front. 


‘“‘There!” I said, ‘““That’s the Scots house, 
400 years old.” 

“Scots House—here in Holland?” 

I nodded. “‘For over 250 years the Scots 
wool staple was here in Veere, and the 
Scots merchants lodged in this house. The 
wool came across the sea in the old tiny 
wooden ships and was sold to cloth makers 
who travelled from all over Europe. Pro- 
bably wool from your own hills at home 
was in some of the bales!” 

‘Why, look! There are thistles carved 
(continued on next page) 





































Mrs. Luckcock using the Flame 
Photometer to estimate sodium and 
potassium in blood. 


she has so much to. learn she 

sometimes wonders if she will 
ever know it all. Take yesterday 
for example. She was just going off 
duty when Sister called her back— 
“Nurse Brown, give me a hand with 
this blood will you?” Sister was 
with a patient who had just had 
about 15 ml. of blood taken. A little 
had been put into a ‘Blood Sugar 
Bottle’ and the rest allowed to run 
under a layer of liquid paraffin in 
another bottle. Susan was told to 
mix the blood thoroughly, as both 
bottles contained anti-coagulant; to 
check they were correctly labelled, 
and take them straight to the 
laboratory. 

While going to the Path. Lab., 
Susan read the request form and 
saw that blood sugar, sodium, po- 
tassium, chloride, bicarbonate and 
urea were all asked for, urgently. 
As she was going off duty and had 
nothing special to do, Susan decided 
to ask one of the technicians if he 
would tell her a little about how 
these things are done. 


Sn Brown is a student nurse; 


Explaining the Procedure 


Tom Andrews, the senior biochemistry 
technician, was very pleased indeed to 
tell Susan something of his work. “The 
Blood Sugar Bottle”, he told Susan, ‘“‘con- 
tains sodium fluoride to kill enzymes 
which would otherwise destroy the blood 
sugar”. He went on to say, “To estimate 
sugar in blood it must first be diluted, the 
proteins removed chemically, and the 
remaining clear fluid, which contains all 
the blood sugar, boiled in a special glass 
tube with copper sulphate solution. Phos- 
phomolybdic acid solution is then added 
and a blue colour develops. The higher 
the blood sugar, the darker the blue. This 
colour is compared, in a photoelectric 
absorptiometer, with the blue colour 
obtained from a standard solution of sugar. 
The original amount of blood sugar can 
then be calculated.” 

The next thing Susan asked was why 
blood for some chemical tests is put into a 





The Author, 


the 


bottle containing liquid paraffin. Tom 
replied: ‘““You see, chemical changes take 
place in blood if it is exposed to air. The 
plasma chloride rises and the bicarbonate 
gets lower. Liquid paraffin prevents these 
changes by keeping air out”. Tom went on 
to say, ‘Since we are talking about blood 
collection, let me tell you a few more 
interesting facts. Did you know, for in- 





EVELINE D. LUCK- 


Behind the Scenes in 
PATH. LAB. 


COCK, F.I.M.L.T., carrying out a 
chemical analysis in the laboratory 
of a London hospital. In this second 
article ir. her Series, she describes 
more of what the Path. Lab. people 


actually do with a Blood sample sent 


to them from the Ward. 


stance, that blood urea cannot be esti- 
mated on blood in a Blood Sugar Bottle, 
or in a bottle containing ammonium 
oxalate, such as is used for blood counts? 
If you use a syringe which has been 
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rinsed in surgical spirit or water, some 
red cells will burst, as they also will if 
the blood is squirted through the needle, 
Burst red cells liberate potassium, causing 
the plasma potassium to be too high, 
Another thing, using a syringe or bottle 
which is not chemically clean may easily 
contaminate the blood with extra sodium, 
and using glassware rinsed in saline will 
result in a high chloride level. 

“A few years ago”, Tom continued, 
“sodium and potassium estimations took 
several hours to do, but now we have a 
machine called a ‘Flame Photometer’ 
which does the job in a few minutes, It 
works this way. You know that when salt 
is burned in the fire it gives a yellow flame; 
this is due to the sodium in it. Potassium 
salts give a lilac flame. Using this fact, 
diluted plasma is atomised and burned in 
a flame. The colours produced by both 
the sodium and the potassium are then 
measured photoelectrically. The original 
amounts can then be calculated. 

‘Sodium bicarbonate is estimated either 
by measuring the amount of carbon 
dioxide liberated by blood when acid is 
added to it, or by a purely chemical 
technique. 

“Chlorides are estimated by adding an 
excess of silver nitrate to blood, which 
reacts and becomes silver chloride. Any 
of the original silver nitrate not used up 
in the reaction is then calculated, and so 
the chloride in the original blood can be 
measured. 

“The urea is estimated by allowing an 
enzyme to react with it, which produces 
ammonia. This, when added to a re-agent, 
gives a yellow colour, proportional to the 
amount of urea. This colour is compared 
with a standard solution, and the urea in 
the blood then calculated’. 

Susan thought this all sounded very 
complicated, and was pleased she didn’t 
have to do it, but after all this explanation 
she certainly began to see why the Path. 
Lab. people are so particular about the 
way their samples are collected. It really 
does affect the results. 


DUTCH TREAT (continued from previous page) 


on the front!” 

She stared up excitedly at the beautiful 
old house which made such an ancient link 
with Scotland. 

Next day she was even more fascinated, 
when we were taken in to see the huge 
dining hall where the old merchants had 
their meals, with its beamed ceiling and 
great open fireplace, and the spiral stair- 
case which went up into the vast sleeping 
room above, and went into the charming 
old-world garden at the back. 

We strolled on, under the plane trees. 
High up on the wonderful facade of the 
old stadhuis (town hall) was the statue of 
Mary Stuart, daughter of James the First 


of Scotland. 

“Yes, she married Wolfaert von Borse- 
len, the Lord of Veere; he’s standing there, 
beside her!” I pointed out. 

“It’s so beautiful and peaceful here,” 
breathed Fiona, as we strolled around. 

But we explored further. We tramped 
across the picturesque Vrouwenpolder to 
picnic in the woods of Osotkapelle, swam 
and sunbathed on the golden sands at 
Domberg and caught the bus into Middle- 
burg on its weekly market day. 

But always it was with a sense of home- 
coming that we came in sight again of the 
old red tumbled roofs of Veere—surely 
some of the prettiest in Holland. 
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SISTER TUTOR SECTION 


South Western Metropolitan. St. 
George’s Hospital, Hyde Park Corner, 
February 25, 7.30 p.m. Open meeting. 
Research into Metabolic Dysfunction, Dr. Pil- 
kington. All are welcome. 


PUBLIC HEALTH SECTION 


Conference—Family Visiting 
of the Future 
An open conference will be held at the 

Walker Art Galleries, William Brown Street, 

Liverpool, on Saturday, March 12. 

Teme: Family Visiting of the Future. 

Selective Visiting or Routine Visiting. 

Cuatrman: Dr. J. B. Meredith Davies, deputy 
medical officer of health, Liverpool. 

10 a.m. Repistration and coffee. 

10.45 a.m. SPEAKERS: 

Miss A. A. Graham, principal nursing 
officer, Northumberland County Council. 
Miss R. Hale, principal health visitor tutor, 
Battersea College of Technology. 

12.15 a.m. Lunch at Reece’s Restaurant, 
Parker Street. 

2 p.m. Discussion—during which written 
questions from the audience will be dis- 
cussed. A panel of the two speakers and two 
health visitors, one in a rural area and one 
working in a town, will answer the questions. 

4.30 p.m. Tea. 

Applications for tickets should be sent as 

soon as possible to Miss G. Padfield, assi - 

tant secretary to the Public Health Section, 

Royal College of Nursing, London, W.1. 

Fees. Members 5s. (including tea and 
coffee), non-members 7s. 6d. Lunch 5s. 6d. 
extra. 


WARD AND DEPARTMENTAL 
SISTERS SECTION 


Bristol. Monks Park Home, Southmead 
Hospital, Tuesday, February 16, 7 p.m. 
AGM. 

Glasgow. Lister Theatre, Glasgow Royal 
Infirmary, February 25, 7.30 p.m. Visit to 
Moscow (illustrated), Mr. A. McDougall, 
F.R.C.S.E. preceded by committee meeting at 
6.45 p.m. 


North Western Metropolitan. Cowdray 
Hall, Tuesday, February 23, 7.30 p.m. 
Speaker on behalf of the World Refugee Year, 
Mrs. R. F. Russell, chairman of Aid to Euro- 
pean Refugees. Refreshments from 7 p.m. 
Collection. All nurses and friends welcome. 


BRANCHES 


Bath. St. Martin’s Hospital, Thursday, 
February 25, 2.30 p.m. AGM. Will all mem- 
bers who can attend kindly notify the secretary 
before Saturday, February 20. 

Blackpool. Victoria Hospital, Monday, 
February 22, 7 p.m. AGM. Speaker, Miss 
L. E. Montgomery, northern area organizer. 


Chelmsford. Chelmsford and Essex Hos- 
mr Saturday, February 20, 2.30 p.m. 
AGM. 


Chichester. Recreation Room, St. Rich- 
ard’s Hospital, Monday, February 15, 7 p.m. 
AGM. Report of the NCN Constitution Standing 
Committee, Miss Thyer, eastern area organizer. 


Colchester. Essex County Hospital, Wed- 
nesday, February 17, 7 p.m. General meeting. 
Further discussion of NCN Constitution 
Standing Committee report. 


Croydon. Nurses home lecture room, 
Croydon General Hospital, Wednesday, Feb- 
ruary 24, 8 p.m. New Products, with particular 
Emphasis on the new Antibiotic Griseofulvin, 
Mr. J. C. H. Hanson, from Glaxo. Illustrated 
by slides and (we hope) preview of film not 
seen before in this country. 


Dartford and North Kent. Stone House, 
Dartford, Monday, February 22, 7.30 p.m. 
AGM. Miss G. Padfield will speak on her tour 
as a health visitor in Libya. 

Exeter. Princess Elizabeth Orthopaedic 
Hospital, Friday, February 19, 6.30 p.m. 
AGM. 7.30 p.m. The Royal College of Nursing 
looks ahead, Miss M. Marriott. Buffet supper. 





METROPOLITAN BRANCHES 


REPORT OF THE 
NCN CONSTITUTION STANDING 
COMMITTEE 


Joint meeting of North Eastern, North 

Western, South Eastern and South 

Western Metropolitan Branches to dis- 
cuss this report. 


Cowdray Hall, RCN 
Monday, February 29, 7.30 p.m. 











Lanarkshire. Child Welfare Clinic, Stew- 
arton Street, Wishaw, Wednesday, February 
17, 7 p.m. AGM. Speaker, Miss C. Keachie, 
supervisor of health visitors, Glasgow. 

North Eastern Metropolitan. St. An- 
drew’s Hospital, Devons Road, E.3, Tuesday, 
February 23, 7 p.m. AGM. Service in hospital 
chapel 6.30 p.m. (District Line to Bromley-by- 
Bow; or buses 10, 25, 32, to Bow Church.) 


Tutor Appointed 


Miss JEAN K. McFArLANE, S.R.N., S.C.M., 
H.V.CERT., has been appointed tutor in the 
Education Department. Miss McFarlane 
trained at St. Bartholomew’s Hospital, 
E.C.1, and took midwifery at St. David’s 
Hospital, Cardiff. She studied for her 
health visitor certificate at the Welsh 
National School of Medicine, Department 
of Preventive Medicine. Miss McFarlane 
spent a year as staff nurse at St. Bartholo- 
mew’s Hospital before serving as a health 
visitor to Cardiff County Council, and for 
the past four years has been specialist 
health visitor to this Council. She is at 
present at the College taking the health 
visitor tutor course. 
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DON’T FORGET— 


Notices for this page must be received by 
first post on Friday, one week before the 
date of publication. 











Dundee Treasurer Retires 


At the AGM of the Dundee Branch, 
Miss M. Ewen, honorary treasurer, was 
presented on her retirement with a 
gold brooch set with garnets. Miss E, 
Lendrum made the presentation on behalf 
of her fellow members as a token of 
appreciation for Miss Ewen’s 29 years of 
service in this position. 


COLLEGE APPEAL 
(i) for the Nation’s Fund for Nurses 


The list below shows clearly how much we 
depend on our regular donors. We are able to 
thank personally some of the people who prefer 
to remain anonymous in the lists but we can- 
not do this in the case of S.R.N. Dalwood and 
S.R.N. Devon who give us so much. We ask 
them to accept grateful thanks for all their help 
and interest. 

Contributions for week ending February 5 


s. d. 

A. Holden, Esq. ie oe bee . { 00 

Miss B. I. W. Barnes. Monthly donation - 200 

Founder Member 18486 ove eee - § 8 0 

Anonymous. Monthly donation obs oo §«=«.: 1.8 
Royal Berkshire Hospital, Reading. Monthly 

on se ate we os ee 

College Member 18679 ... ‘ 500 

Miss S. O. M. Quelch_... na 117 0 

S.R.N. Devon. Monthly donation an 1 0 

S.R.N. Dalwood. Monthly donation ... pom 20 

Mrs. A. Brierly. In memory of Sister Claridge 10 0 

Total £14 13s. 
E. F. Incte, 


Secretary, Royal College of Nursing Appeal for the 
Nation’s Fund for Nurses, 1a, Henrietta Place, Cavendish 
Square, London, W.1. 


(ii) Members’ Special Gift Fund 
We acknowledge with thanks gifts from Miss 
Dreier, Miss Fry, Mrs. Galloway. Miss I, M. 


Buck and an anonymous donor. 
E. F. INGLE, Organizer. 





Roya. COLLEGE or Nursinc 
HEADQUARTERS, LONDON: 
Henrietta Place, Cavendish Sq., W.1 
EpinsurGu: 44, Heriot Row 
Bgrast : 6, College Gardens 











Midwives Refresher Course 


The Royal College of Midwives is 
holding a refresher course in Buxton, 
Derbyshire, from Sunday, February 28, 
to Saturday, March 5. Among the lec 
turers will be Professor C. Fraser Brock 
ington, Professor W. I. C. Morris, Mis 
G. M. Pike and Mr. R. J. Fenney. There 
will also be clinical demonstrations and 
visits of interest. 

Details are available from the Education 
Officer, Royal College of Midwives, 15, 
Mansfield Street, London, W.1. 
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In Parliament 


Young Mr. Kenneth Robinson (St. 
Children Pancras, North) asked the 

Minister on February | what 
guidance he had given or proposed to give 
to regional boards and management com- 
mittees, in the light of the recommendation 
of the Platt Committee on the Welfare of 
Children in Hospital, relating to the ad- 
mission of the mother to hospital, along 


with the sick child, especially when the 


child was under five. 

Mr. Walker-Smith.—I have invited 
hospital authorities to implement all the 
recommendations of this committee that 
concern matters within their jurisdiction. 

Mr. Robinson.—Is the Minister aware 
of the very successful experiment carried 
on in Amersham Hospital, which has been 
shown to be in the interests not only of 
children and parents but of nursing staff? 
In the light of that, will he pay particular 
attention to this recommendation and. do 
his best to encourage other hospital authori- 
ties to follow suit? 

Mr. Walker-Smith.—I shall certainly 
look at that with interest in the context of 
all the information I shall shortly be get- 
ting. Mr. Robinson may recall that when 
I sent out the original memorandum I said 
that in 12 months I should call for a report 


on the action taken. I shall shortly be 
calling for that report. 


Mr. Dodds (Erith and Crayford) asked 
the Minister on February | on what date 
the Mental Health Act 1959 would be 
brought into operation. 

Mr. Walker-Smith.—-A commencement 
order permitting informal admission to 
mental hospitals was made with effect from 
October 6, 1959. Other provisions will be 
brought into force as soon as the necessary 
preparations are complete, but I cannot 
yet name precise dates. 


Preludin Mr. Lipton (Brixton) asked 
the Home Secretary on Febru- 
ary 4 whether he had now received the 
report. of the Poisons Board on Preludin. 
Mr. Butler replied.—I have now received 
from the Poisons Board a report containing 
a recommendation that a number of sub- 
stances including Preludin should be sup- 
plied only on prescription. Subject to the 
consideration of any representation by 
those concerned, I propose to accept this 
recommendation and to give it effect as 
soon as practicable. 

(It is understood that the recommenda- 
dation relates to a variety of tranquillizers, 
stimulants, and also sex hormones, except 
when these last are intended for use in 
external preparations and in animal feed- 
ing stuffs.) 


NEWS IN BRIEF 


30 HOSE REELS will be bought by Brad- 
ford A Group HMC after a fire at Brad- 
ford Royal Infirmary made them plan to 
spend between £1,250 and £1,300 on fire- 
fighting equipment. 

Miss Mary M. SturGEon has been ap- 
pointed matron of Glenafton Hospital, 
North Ayrshire, which has recently been 
converted to a geriatric unit. Miss Sturgeon 
trained at Western General Hospital, 
Glasgow. 


St. Wutsran’s HospiraL, Malvern 


Wells, Worcestershire, is to become a 
further care hospital with 240 beds for 
chronic psychiatric patients, and a tuber- 





culosis department of 100 beds for patients 
who are also receiving psychiatric treat- 
ment, 


Open Competition.—Sheffield Region- 
al Hospital Board will invite British archi- 
tects to take part in a competition approv- 
ed by the Royal Institute of British Archi- 
tects for designs for a new 470-bed hospital 
at Boston, Lincolnshire. 


Miss K. V. LIKEN, S.R.N., has been 
appointed assistant matron at Whiteabbey 
Hospital, Co. Antrim. She trained at the 
Manchester Royal Infirmary and after 


serving in QARANC _ became home 
sister, Ulster Hospital for Children and 
Women, Belfast, 
and later at White- 


abbey Hospital. 


A 12-SEATER 
BRAKE was pre- 
sented to Miss M. D. 
Belton, who has just 
retired as matron of 
Nelson Hospital, 
London, by Merton 
and Morden British 
Red Cross Society. 
Miss Belton received 
it on behalf of the 
division for meals- 
on-wheels and trans- 
porting old people. 


APPOINTMENTS 


Joyce Green Hospital, Dartford, Kent 


Miss Beryt M. BINGHAM, 5.R.N., S.C.M., 
B.T.A. CERT., S.T.D., has been appointed 
principal tutor to the Dartford School of 
Nursing, and has already taken up her 
duties. Miss Bingham trained at Derby 
Royal Infirmary, Limes Maternity Hos- 
pital, Stoke-on-Trent, and Groundslow 
Sanatorium, Stoke-on-Trent. She studied 
for the Sister Tutor Diploma at Battersea 
College of Technology, and has served as 
ward sister and tutor in sole charge at 
Groundslow Sanatorium, and as sister 
tutor at Joyce Green Hospital, Dartford. 


Berwickshire C.C. 


Miss Ann E. DREW, S.R.N.,8.C.M., Q.1.D.N., 
H.V.CERT., has been appointed county nurs- 
ing superintendent. Miss Drew trained at 
Birkenhead General Hospital and Simpson 
Memorial Maternity Pavilion, Edinburgh; 
she took her Queen’s nurse training with 
the Q.I.D.N., 29, Castle Street, Edin- 
burgh, and took the health visitor course 
under the Edinburgh Corporation. She 
served as assistant superintendent at the 
Central Training Home for District Nurses, 
Edinburgh, as deputy county nursing 
officer, Bedfordshire, and as superinten- 
dent, Cheltenham District Nursing Associ- 
ation and the Victoria Maternity Home, 
Glos. She is at present superintendent, 
East London Nursing Society Queen’s 
District Training Home, and will take up 
her new post on February 22. 


In Industry 


Miss MARGARET NcNAUGHTON, 8.R.N., 
PT. | MIDWIFERY, 0.H.N.C., has been ap- 
pointed sister-in-charge, Hoovers (Electric 
Motors) Ltd., Cambuslang, Lanarkshire, 
and will take up the post on March 14. 
Miss McNaughton trained at the Western 
Infirmary, Glasgow, and the Simpson 
Memorial Maternity Pavilion, Edinburgh. 
She served as theatre sister for three years 
at Bridge of Earn Hospital, Perthshire, and 
since 1944 has held industrial nursing 
posts in Glasgow. 


COMING EVENTS 


British National Conference on Social 
Work.—People and Work (Co-operation for 
Social Welfare in Industrial Communities), 
Victoria Rooms, Clifton, Bristol, April 10-13. 
Apply as soon as possible to the secretary, 
British National Conference on Social Work, 
26, Bedford Square, London, W.C.1. Con- 
ference fee £3 10s. (Details of accommoda- 
tion fees on application.) 


Clare Hall Hospital, South Mimms, 
Barnet.—Prizegiving, Tuesday, March 22, 
3 p.m. All past members of staff invited. 
R.S.V.P. to matron. 


Society of Registered Male Nurses, 
Manchester Branch.—Meeting at Hope 
Hospital, Salford, Tuesday, February 16. 
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WELSH REGIONAL HOSPITAL BOARD 


Applications are invited for the following appointments and should be sent, 


ether with details of age, qualifications, training 


experience and the names of two referees (or copies of two recent testimonials) to the Matron of the appropriate hospital (exe 
where otherwise stated) from whom further details may be obtained. Salaries and conditions of service are in accordance 


with the appropriate National Agreements. 








Plastic Surgery, Jaw Injuries and Burns Centre 
ST. LAWRENCE HOSPITAL, CHEPSTOW, MON. 
(Plastic Surgery—129, Orthopaedic—50 beds) 


Six months Course in Plastic Surgery for 8.R.Ns commences op 
ist April. Full Staff Nurses’ salary paid. Experience in all phases of 
plastic work. Good accommodation. 

Apply, quoting two referees, to Matron, from whom illustrated brochure 
may be obtained, 


ASSISTANT MATRONS 
ST. WOOLOS HOSPITAL 


NEWPORT (408 beds). Salary £805-£925, less £240 board residence. ‘Training 
School for S.R.N. Certificate. Apply, qpatine experience and two referees, to 
fT. A. Jones, Group Secretary, 64 Cardiff Road, Newport, Mon. 


MOUNT PLEASANT HOSPITAL 
CHEPSTOW (Chest and Geriatrics—267 beds). Second. Salary £750-£870, less 
£230 board residence. Apply, quoting two referees, to T. A. Jones, Group Secretary, 
64 Cardiff Road, Newport, Mon. 


TUTORS 
GROUP PRELIMINARY TRAINING SCHOOL 


(for S.R.N. Certificate) situated at St. Lawrence Hospital, Chepstow. Applications 
to Matron, Royal Gwent Hospital, Newport. 


NIGHT SUPERINTENDENT 


COUNTY HOSPITAL 
GRIFFITHSTOWN, Nr. NEWPORT (253 beds). §.R.N., 8.C.M. 


ADMINISTRATIVE SISTER 
MERTHYR GENERAL HOSPITAL 


MERTHYR TYDFIL (102 beds). Housekeeping Certificate or experience an 
advantage. Modernised living accommodation available. 


MIDWIFERY SISTERS 


ST. JAMES’ HOSPITAL 
TREDEGAR, MON. (160 beds). 

LLWYNYPIA HOSPITAL 
LLWYNYPIA, RHONDDA (200 beds). 

MORRISTON HOSPITAL 


SWANSEA (501 beds). For unit of 44 beds. 


HOME SISTER 


PONTYPOOL & DISTRICT HOSPITAL 
PONTYPOOL, MON. (126 beds). Salary £620-£800, less £205 for board residence. 


NIGHT SISTERS 


GRAIG HOSPITAL 
COURTHOUSE STREET, PONTYPRIDD (300 beds). 
EAST GLAMORGAN HOSPITAL 
CHURCH VILLAGE, Nr. PONTYPRIDD (336 beds). 
PORT TALBOT GENERAL HOSPITAL 
eeeras ROAD, PORT TALBOT (85 beds). One of three. Forty-four hour 
week. 
MORRISTON HOSPITAL 


SWANSEA (501 beds). One of three, working under a Night Superintendent. 
Preference will be given to applicant who has held a Day Sister's post. 


WEST WALES GENERAL HOSPITAL 
CARMARTHEN (280 beds). 8.R.N. 

CARDIGAN & DISTRICT HOSPITAL 
CARDIGAN (36 beds). §8.R.N., 8.C 

PRIORY HOSPITAL 


HAVERFORDWEST (102 beds: Chronic Sick—82, Maternity—20). 8.R.N., 
8.C.M. In sole charge. Resident or non-resident. 


RIVERSIDE HOSPITAL 
PEMBROKE (38 beds: Chronic Sick—20, Maternity—18). S.C.M., S.R.N. 


LLANGWYFAN HOSPITAL 
Nr. —- (370 beds). S.R.N., B.T.A. or S.R.N. only. Resident or non- 


THEATRE SISTERS 











ROYAL HAMADRYAD GENERAL & SEAMEN’S HOSPITAL 


— (66 beds; Genito-Urinary and General Surgery). Second Theatre Sister 
required. 

BRIDGEND GENERAL HOSPITAL 
QUARELLA ROAD, BRIDGEND (381 beds). For new twin Theatre Suite. 
Forty-four hour week. 

TONNA CHILDREN’S HOSPITAL 
TONNA, NEATH (90 beds). Forty-four hour week. 





THEATRE SISTERS—Contd. 


WEST WALES GENERAL HOSPITAL 
CARMARTHEN (280 beds). 
MAELOR GENERAL HOSPITAL 


Junior Theatre Sister or Staff Sister with theatre experience. 


SULLY HOSPITAL 


GLAM. Sister for busy Theatre (suite of four). Charge Nurse considered. 


SISTERS 


GRAIG HOSPITAL 
COURTHUUSE STREET, PONTYPRIDD (300 beds). 


EAST GLAMORGAN HOSPITAL 
SHURCH VILLAGE, Nr. PONTYPRIDD (336 beds). For Children’s w; 
soe nw 9 Certificate required. For Premature Baby Unit—S.C.M. Certificay 
requir 

ST. ag ing S HOSPITAL 
BRECON (70 beds 


KNIGHTON HOSPITAL 
KNIGHTON (48 beds). 


SOUTH WALES SANATORIUM 
TALGARTH (275 beds). 


LLANDRINDOD WELLS HOSPITAL 
LLANDRINDOD WELLS (43 beds). S.R.N., 8.C.M. 


SULLY HOSPITAL 
SULLY, GLAM. Thoracic Centre for South Wales. Modern Chest Hospital, 
318 beds, facing the sea. Recognised by the General Nursing Council 
participate in a three year scheme of general training with Llandough Hosp 
Senior Ward Sister a Female Unit of 51 beds, non-tuberculous chest and h 
conditions. Second Ward Sister for Male Tuberculosis Unit. 

GLAN ELY HOSPITAL 
FAIRWATER, CARDIFF. There is a vacancy for a Senior Ward Sister. §.R.N, 
certificate and geriatric experience essential. The hospital is situated in Dleasant 
surroundings 15 minutes bus ride from city centre. 

MERTHYR GENERAL HOSPITAL 
MERTHYR TYDFIL (102 beds). S.R.N. for Ear, Nose and Throat and Ophthalmic 
Unit—E.N.T. or Ophthalmic Certificate or experience essential. Whole-time. 

CEFN HIRGOED ISOLATION HOSPITAL 
CEFN HIRGOED, Nr. BRIDGEND (76 beds). For Male Tuberculosis Wari. 
Forty-four hour week. 

BRYNTIRION HOSPITAL 
LLANELLY (154 beds). 

SINGLETON PARK 
SWANSEA. New Out-patient Department. Applications are invited for the pot 
of Sister at the above Out-patient Department which will o open shortly. 
Application forms obtainable from the Matron of Swansea Hospita 

PRIORY HOSPITAL * 
HAVERFORDWEST (102 beds: Chronic—82, Maternity—20). Geriatric Ward. 

WEST WALES GENERAL HOSPITAL 
CARMARTHEN (280 beds). To work in Chest Clinic—T.B. experience @ 
advantage. 

LLANGWYFAN HOSPITAL 4; 
Nr. DENBIGH (370 beds). Required for tuberculosis or non-tuberculosis wards 
8.R.N., B.T.A., or 8.R.N. only with facilities for taking B.T.A. Certificate 
Resident or non-resident. 

COLWYN BAY & WEST DENBIGHSHIRE HOSPITAL 
COLWYN BAY (60 beds). Senior required for medical floor. 

H.M. STANLEY HOSPITAL 
* sare. Second Sister or Male Charge Nurse required for Medical War 

BRONYNANT ISOLATION HOSPITAL 
COLWYN BAY (25 beds). 8S.R.N. Resident or non-resident. 


RELIEF SISTERS 
MERTHYR GENERAL HOSPITAL 


MERTHYR TYDFIL ‘(102 beds). Part-time. Ear, Nose and Throat Theatre and oe, 


Ward Relief. Theatre experience essential. 


LLANELLY HOSPITAL 
LLANELLY. Resident. 


STAFF NURSES 


ST. JAMES’ HOSPITAL 
TREDEGAR, MON. (160 beds). For General Wards. 
CAERPHILLY DISTRICT HOSPITAL 


Nr. CARDIFF (226 beds). Resident or non-resident. Full-time. Also one fr 
Out-patients’ Department, and one for Theatre. 


VAN ANNEXE HOSPITAL 
CAERPHILLY. Night duty. Full-time. 

TREDEGAR GENERAL HOSPITAL 
(56 beds). Surgical Wards. 

SOUTH WALES SANATORIUM 
TALGARTH (275 beds). 











